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No other nationally 
distributed 
pharmaceutical products 
may be obtained as 
. quickly and as easily as 
Convenient those bearing the Lilly 
label. Not only is there a 
as the - | representative assortment 
of Lilly products in 
nearly every retail 
Corner ; pharmacy, but there are 
also more than two 
Drug Store | hundred selected drug 
wholesalers who feature 
complete Lilly stocks. 
Your pharmacist need 
only call the near-by 
wholesaler to replenish 
his stock or to secure new 
items. Depend on your 
pharmacist to serve you. 
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toward 
a fuller life for 


epileptics 


DILANTIN. 


DILANTIN Sodium (diphenylhydantoin sodium, Parke-Davis) 
is supplied in Kapseals® of 0.03 Gm. (% gr.) and 
0.1 Gm. (1% gr.) in bottles of 100 and 1000. 
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One university has recently graduated sixteen epileptics 
from its regular courses.’ Two have received their Doctor 
of Philosophy degrees, and three have received their 
Master of Arts degrees. One is now an assistant professor, 


another has his own business, and all are gainfully employed. 


DILANTIN, termed by many authorities a “drug of choice’””’ 
in grand mal and psychomotor seizures, is one of the 

agents chiefly responsible for such admirable results. 
Maximum success with DILANTIN is obtained with 
carefully individualized dosage schedules. 
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2. Carter, S., in Conn, H. F.: Current Therapy 1952, Philadelphia, 
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clinical tests show S-M- A 


is the only 
infant feeding formula that 


@ establishes a predominantly gram-positive 
flora—similar to the flora of the lower intes- 
tine of the breast-fed baby.! 


@ produces a stool with a pH “practically iden- 
tical” with that of the infant fed human milk. 
Stools of babies fed other formulas are dis- 
tinctly more alkaline (6.2 to 6.7).! 


for the baby S-M-A means: 


1 Better absorption of minerals, especially calcium. 


2 Lower incidence of constipation. Formation 
of calcium soaps is inhibited; acid produced 
by fermentation stimulates peristalsis. 


3 Lessened susceptibility to diarrhea. Lactobacilli 
inhibit overgrowth of ‘colon’ group bacilli. 


4 A stool typical of the breast-fed infant—having a 
“*buttermilk-like”’, rather than putrefactive odor. 


§ Vitamins more readily available, especially 
vitamin B,. Growth of putrefactive organisms 
which reduce amounts of vitamins available? 


is inhibited. 
6 Minimal danger of perianal dermatitis and 


diaper rash in the new-born. 


REFERENCES 


1. Barbero, G.J.. Runge, G., Fischer, D., 
Crawford, M.N., Torres, F. E., and 


Gyorgy, P.: J. Pediat. 40:152 (Feb.) 1952. Wyeth 


. Lichtman, H., Ginsberg, V., and Watson, 
J.: Proc. Soc. Exp. Biol. and Med. 74:884 r3 
(Aug.) 1950. 
. Torres, F.E., Romans, 1.B., and Wheller, 
J.B.: A Study of Infantile Diaper Rash. 
To be published. 
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0 inerease and accelerate the 
appearance of remissions 


“Gold salts, if administered during the first year of rheumatoid 
arthritis, increase and accelerate the appearance of remis- 
sions.” * A remission rate of 66 per cent was recently noted in 
a group of gold-treated patients with rheumatoid arthritis of 12 
months or less duration. Similar patients treated without gold 
showed a remission rate of only 24.1 per cent. On the average, 
remissions appeared 10 months sooner in the gold-treated cases, 


SOLGANAL® 


(aurothioglucose) 


*Adams,. C. H., and Cecil, R. L.: Ann. Int. Med 33.163, 1950. 


CORPORATION BLOOMFIELD, N. J. 
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and its Wide Clinical Applicability 


That meat is an important component of 
the high protein diet! employed in the treat- 
ment of many pathologic states is evident 
from the following dietary suggestions that 
have been recommended by some authorities 
in the field of nutrition: 

Protein of good quality and in adequate 
amounts is the most effective dietary agent 
for protecting the liver from damage and for 
promoting its repair.2 In the long-term 
management of chronic liver disease, a sug- 
gested diet includes at least 4 ounces of 
lean lamb, veal, or beef in both the noon and 
evening meals.3 

Among the nutritional needs of patients 
with chronic ulcerative colitis is protein.4 For 
such patients a recommended diet includes 
4 ounces of tender meat with luncheon and 
with dinner. 

In diabetes mellitus, maintenance of pro- 
tein reserves is important for supporting 
well-being and vigor, for maintaining resist- 
ance to infection, and, in conjunction with 
good general management, for minimizing 
many of the degenerative changes commonly 
seen in this condition.&7 One ounce of bacon 
at breakfast and 2% ounces of cooked meat 

. Lewis, H. B.: Proteins in Nutrition, in Handbook of 
Nutrition, American Medical Association, ed. 2, Phila- 
delphia, The Blakiston Company, 1951, a 

atek, A. J., Jr.: Evaluation of Dietary Factors in Treat- 
ment of Laennec’s Cirrhosis of Liver, J. Mt. Sinai Hosp. 
14:1 (May-June) 1947. 

. Portus, S. A., and Weinberg, S.: Recent Advances in the 
Medical Treatment of Cirrhosis of the Liver, J.A.M.A. 
149:1265 (Aug. 2) 1952. 

. Welch, C. S.; Adams, M., and Wakefeld, E. G.: Metabolic 
Studies on Chronic Ulcerative Colitis, J. Chin. eee 
16/161 (Jan.) 194 

. (a) Mayo Clinic ‘Diet W. B. 


Saunders Company, 1949, p. 
(b) Ibid., p. 143. 
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at each of the other two meals are valuable 
in a diabetic diet.5” 

A program of treatment’ found useful in 
atherosclerosis of the coronary vessels in- 
cludes an adequate diet low in fat (20-25 Gm. 
daily) and normal or moderately high in 
protein (60-100 Gm. daily), in conjunction 
with lipotropic agents. A sample menu of 
this diet lists 2 ounces of lean meat at 
both the noon and evening meals. 

Underweight or average weight patients 
with persistent low blood sugar levels are 
benefited by a high protein diet providing 
meat two or three times a day.9 In over- 
weight patients of this type, lean meat is 
served at luncheon and at dinner. 

During convalescence from infectious dis- 
ease, the importance of “high protein-high 
calorie’ diets including generous servings of 
meat deserves emphasis.!0 For this purpose, 
a suggested typical daily menu schedule 
which results in weight gain, improved vigor, 
and a restored sense of well-being furnishes 
% ounce of bacon at breakfast and 3 ounces 
of meat at each of the other meals. Supple- 
mentary feedings may include additional 
amounts of meat. 


. Mosenthal, H. O.: Management of Diabetes Mellitus, An 
Analysis of Present- Day Methods of Treatment, Ann. Int. 
Med. 29:79 (July) 1948. 

. McLester, J. S.: Nutrition and Diet in Health and Disease, 
ed. 5, Philadelphia, W. B. Saunders Company, 1949, p. 364. 

. Morrison, L. M.: Arteriosclerosis: Recent Advances in the 
Dietary and Medical Treatment, J.A.M.A. 145:1232 
(Apr. 21) 1951. 

. Low Blood Sugar Level; ae and Minor Notes, J.A.M.A. 
149:1358 re 2) 1952 

. Goodman, J. LL, and Decide. R. O.: Results “ High 
Calorie Feeding, Gastroenterology 6-537 (June) 1946. 
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The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 
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American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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New aureomycin minimal 
dosage for adults—four 250 mg. 
capsules daily, with milk. 


a low cost antibiotic in the broad-spectrum field is 


UREOMYCIN 


Hydrochloride Crystalline 


because 


Low dosage of aureomycin has very frequently been reported in 
the literature to be entirely effective. 


Small amounts of aureomycin may reduce disability, or hospital 
stay, to a'few days. 


Early use of aureomycin may forestall those failures that have been 
reported in the literature following penicillin and streptomycin. 


The proven range of clinical usefulness of aureomycin is so wide 
that, when clinical diagnosis is established, prolonged and costly 
laboratory studies are largely unnecessary. 


Capsules: 50 mg.—Vials of 25 and 100. 
100 mg.—Vials of 25 and bottles of 100. 
250 mg.—Vials of 16 and bottles of 100. 


Ophthalmic Solution: Vials of 25 mg.; solution prepared by adding 5 cc. distilled water. 


LEDERLE LABORATORIES DIVISION amenscaw Ganamid company 30 Rockefeller Plaza, New York 20, N. Y. 
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Retention Relieved 


Pharmacodynamically 


URECHOLINE® is highly effective in the prevention and 
control of bladder dysfunction including postoperative urinary 
retention. It increases muscular tone of the bladder and 
produces a contraction sufficiently strong to initiate micturition 
and empty the bladder. Encouraging results also have been 
reported following the use of URECHOLINE in gastric retention, 
abdominal distention, and megacolon. 


Reprint of recent clinical report available on request 


URECHOLINE* Chloride 


(Bethanechol Chloride Merck) 
COUNCIL eS ACCEPTED 


Research and Production {MI MERCK & CO., Inc. 
: Manufacturing Chemists 

for the Natwon’s Health VNAQE RAHWAY, NEW JERSEY 
in Canada: MERCK & CO. Limited -Montreal 


© Merck & Co., lac, 
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FLAVORED 


CHILDREN'S SIZE 


BAYER ASF: 


Or in Food 
Swatlowed Whole Dissolved on Tongue Or Liquid 


We will be pleased to send samples on request. 
THE BAYER COMPANY DIVISION of Sterling Drug Inc. 1450 Broadway, New York 18, N. Y. 
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Doctor, 
@ be your own 
judge... 

try this 
simple test 


With so many claims 
made in cigarette adver- 
tising, you, Doctor, no 
doubt prefer to judge for 
yourself. So won’t you 
make this simple test? 


Take a PHILIP MORRIS and any other cigarette 


1. Light up either one first. Take a puff—get a good mouthful of smoke 
—and s-l-o-w-l-y let the smoke come directly through your nose. 


2. Now, do exactly the same thing with the other cigarette. 


You will notice a distinct difference between 


PHILIP MORRIS and any other leading brand. 


PHILIP MORRIS 


Philip Morris & Co. Ltd., Inc., 100 Park Avenue, New York 17, N. Y. 
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but awake 


In emotional and nervous disorders, 
Mebaral exerts its calming influence 
without excessive hypnotic action. 


Mebaral is also a reliable anticonvulsant. 


INDICATIONS: 


Because of its high degree of sedative 
effectiveness, Mebaral finds a great field 
of usefulness in the regulation of 
agitated, depressed or anxiety states, 

as well as in convulsive disturbances. 
Specific disorders in which the calming 
influence of Mebaral is indicated 

include neuroses, mild psychoses, nervous 
symptoms of the menopause, hyper- 
tension, hyperthyroidism and epilepsy. 
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Tablets of: 
32 mg. (% grain) 
bottles of 100. 
0.1 Gm. (1% grains) 
les of 100 and 500. 
0.2 Gm. (3 grains) 
bottles of 100 and 500. 


WINTHROP-STEARNS INC. New York 18, N.Y., Windsor, Ont. 


Meberal, trademark reg. U.S. & Canada, brand of mephobarbitel 
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konsyl 


the original unmodified psyllium derivative, contains 
no deleterious substances. It is all Plantago ovata 
coating—all bulk. Consequently, Konsyl provides maxi- 
mum bulk action per dose at minimum cost to your 
patients. 


konsyl 


A bulk producing laxative that is all bulk 


compare these advantages 


1. Konsyl is composed of the mucilaginous, jell-producing portion 
of blond psyllium seed. No sugars or other diluents are added and 
a dose of Konsyl supplies bulk and bulk alone. 


2. The diabetic, the obese, your routine constipation cases—all 
can take Konsyl safely and without increasing caloric intake. 


3. Because Konsyl provides a softly-compact, well-formed stool 
of physiological consistency, it clears the rectum completely and 
easily, reducing soiling to a minimum. Lesions, when present, are 
left free of debris, and granulation tissue can form unhampered 
by foreign materials or an oily film. 


4. Konsyl, because of its characteristic stool, promotes physio- 
logical peristalsis, acts to re-establish the normal defecation reflex. 


5. Konsyl does not interfere with absorption of fat-soluble vitamins 
A, D, E, and K. Prothrombin levels are not affected and metab- 
olism of calcium and phosphorus remain unimpaired. 


6. Konsyl does not leak or complicate the hygiene of the anorectal 
region. It does not cause indigestion or interfere with digestion. 
Konsyl is non-irritating and is not habit-forming. 


g 


We encourage you to write for samples for clinical comparison 


; 


_ Supplied: 6 and 12 oz. cans. 
nina Formula: 100% Konsyl brand coating of blond psyllium seed. 
Burton, Parsons & Company 

Washington 9, D.C. 
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“Is there a sympathomimetic agent 
chat will give relief from asthma without 
causing vasopressor and psychomotor 
stimulation? | 


\ Orthoxine Hydrochloride provides 
bronchodilatation with minimal vaso- 
pressor and psychomotor stimulation. By 
modifying the configuration of a sym- 


pathomimetic amine molecule, the action 
of Orthoxine has been centered mainly 
upon bronchodilatation, thereby mini- 
mizing side-effects arising from vasopres- 
sor or psychomotor-stimulating activity. 


BRAND OF METHOXYPHENAMINE 


Bottles of 100 and 500 tablets. 

Orthoxine Hydrochloride (100 mg.) tablets 
contain beta-(ortho-methoxypheny!)-isopro- 
pyl-methylamine hydrochloride, a broncho- 


dilator and antispasmodic. 


For Children: half the dose 
For Both: Repeat every 3 to 4 hours as re- 


* Trademark, Reg. U.S. Pat. OF. 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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Always ready 


to abort 
the 
Bronchospasm 


‘ 


SS 


Way 


easy to Carry... 


in pocket or purse 


N 


Win THIS quick-acting bronchodilating powder, 
it is now possible for many chronic asthmatics to lead 
useful, happy lives. When the asthmatic feels a bron- 
chospasm impending he can merely take three or four 
inhalations of NORISODRINE Sulfate Powder and the 
attack usually subsides at once. 

The patient carries this therapy with him. He uses 
the AEROHALOR, Abbott's handy, smoke-it-like-a-pipe 
powder inhaler. No need to leave the job, no injections 
no cumbersome equipment. 

Clinical investigators'?)4 have found NORISODRINE 
effective against both mild and severe asthma. The drug 
is a sympathomimetic amine with a marked broncho- 
dilating effect and relatively low toxicity. With proper 


e ® 
administration, side-effects are few and usually minor. No Ir 1 S O d § 1 nN - 


Before prescribing this potent drug, however, the 
physician should familiarize himself with administra- 
tion, dosage and precautions. Professional literature SULF ATE POWDER 
may be obtained by writing Abbott Abert (ISOPROPYLARTERENOL SULFATE, ABBOTT) 
Laboratories, North Chicago, Illinois. 


1. Kaufman, R., and Farmer, L. (1951), Norisodrine by Aerohalor for “Se with the AEROHALOR 


oO 
in Asthma, Ann. Allergy, 9:89, January-February. 4 
2. Swartz, H. (1950), Norisodrine Sulphate (25 Per Cent) Dust Abbott's Powder Inhaler 


Inhalation in Severe Asthma, Ann. Allergy, 8:488, July-August. 
3. Krasno, L., Grossman, M., and Ivy, A. (1949), The Inhalation 
of (Noriso- 
drine Sulfate Dust), J. Allergy, 20:111, March. 
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Highly effective - Well tolerated 


AYERST, McKENNA & HARRISON Limited * New York, N. Y. * Montreal, Canada 
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new uniform oral dosage 


in muscle spasm of in acute in certain 
rheumatic disorders alcoholism neurologic disorders 


The new, uniform oral dose for adults is 1-3 grams. This 
may be repeated 3-5 times per day. 


The first dose prescribed should be at the lower end of 
the recommended dosage range (an occasional patient may 
complain of side effects when large doses are given at the 
start of Tolserol therapy). Subsequent doses may be adjusted 
to the needs of the individual patient. Whenever possible, 
Tolserol should be given after meals. When Tolserol is 
given between meals, it is desirable that the patient first 
drink 14 glass of milk or fruit juice. 


‘lolserol 


Squibb Mephenesin 


Tablets, 0.5 Gm. and 0.25 Gm., bottles of 100; Capsules, 0.25 Gm., 
bottles of 100; Elixir, 0.1 Gm. per cc., pint bottles; Intravenous 
Solution, 20 mg. per cc., 50 cc. and 100 cc. ampuls. 


*VOLSEROL’ TREC. U.S. PAT OFF.) 1S A TRADEMARK OF €. 8. SQUIBS & SONS SQUIBB 
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Dismayed as she is at the thought of existing without candy 
and desserts, she is likely to adhere to his diet instructions, for 
Dr. Harris has a way of encouraging trust in his medical opinion. 
Likewise, he has reliance in others whose performance has proved 
their dependability. He especially favors those who, like himself, 
go well beyond ordinary demands to serve humanity. 
That is one reason why he likes to prescribe the products of a 


pharmaceutical company which is engaged in . . . 
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.. . additional services for diabetics 


Aside from having pioneered in the production of 


lletin (Insulin, Lilly), Eli Lilly and Company has 
assumed other wide responsibilities in connection with 
diabetes. An extensive research program has not 

only served in the development of improved Insulin 
preparations but has aided in the dissemination 

of much significant clinical information. In collaboration 
with others, a quick, simple, and accurate method 

of screening blood specimens for the presence of abnormal 
levels of sugar has been developed. Large-scale 
diabetes detection has been facilitated. Handbooks, diet 
sheets, and emergency instruction cards are among 

the many complimentary services which Eli Lilly and 
Company is pleased to furnish to physicians 

as aids in the care of their diabetic patients. 


ELI LILLY AND COMPANY - INDIANAPOLIS 6, INDIANA, U.S.A. 


te 
} 
4 
4 
: 
i 
4 
vie 
on 


DELAWARE STATE MEDICAL JOURNAL 


Issued Monthly Under the Supervision of the Publication Committee 
Owned and Published by the Medical Society of Delaware 


VOLUME 24 
NUMBER 11 


NOVEMBER, 1952 


Per Year, $4.00 
Per Copy 50c¢ 


THERAPEUTIC GOALS IN THE 
NEPHROTIC SYNDROME* 
EK. Farr, M. D.** 
Upton, N. Y. 

With the development of clinical methods 
for physiological evaluation of disease status 
there has come into existence an embarrassing- 
ly rich store of procedures from which the 
physician must make a choice. In a disease 
chronic in nature but subject to a multiplici- 
ty of complications, this choice may be not 
only diffieult but of considerable importance 
to the future welfare of the patient. A few 
vears ago treatment for a nephrotic patient 
was chiefly expectant together with some 
dietary supervision. Today this passive ap- 
proach has frequently been superseded by 
repeated flurries of active therapy sometimes 
without any overall plan of attack. It is my 
belief that better results will be obtained if 
in each instance the physician will determine 
his immediate objective together with the 
criteria which will determine when and if 
that goal has been attained. This immediate 
objective should then be reviewed in light of 
the total treatment plan so that the physician 
will be prepared for any and all eventualities. 

Since edema is usually the manifestation 
of the disease which drives the patient to 
seek medical assistance, we may begin our dis- 
cussion with this topic. Time will not permit 
any review of the possible causative factors 
in nephrotie edema beyond the general state- 
ment that in these patients there is, among 
other factors present, a decreased plasma 
oneotie pressure by virtue of a severe hypoal- 
buminemia and there is an apparent loss of 
control limiting the reabsorption of sodium 
by the kidney tubule. Measures to reduce the 
edema are aimed usually at increasing the 
plasma oncotic pressure and inereasing the 
renal excretion of sodium. Is the elimination 


**Chairman, Medical Department, Physician-in-Chief, 
Hospital, Brookhaven National Laboratory. 

*Read before the Medical Society of Delaware, Wil- 
mington, October 9, 1952. 


of edema per se a necessary prelude to 
longevity or recovery in these patients? From 
extensive observation over a number of years 
it is my belief the answer to this question is 
no. Categorical proof cannot be adduced to 
support this statement but clinical observa- 
tion accompanied by a battery of physio- 
logical and biochemical tests strongly suggests 
that edema per se has no influence on the 
course of the disease either malevolent or 
beneficent. This is not to say we should not 
strive for elimination of edema under certain 
circumstances but merely that under most 
conditions failure to remove edema or suc- 
cess in eliminating it Is not necessarily a step 
toward absolute recovery. 

When fluid gathers in the chest to an ex- 
tent that it severely interferes with respira- 
tion or embarrasses the heart it must be re- 
duced in this locale for preservation of life. 
Extensive peripheral edema and ascites on 
the other hand usually carries no signifi- 
cant threat to life and thus does not always 
require our first efforts. Hlowever, there may 
he compelling social reasons, nearly as valid, 
for elimination of edema in a patient. The 
problem of nursing care may bulk enormous 
because of massive edema; the patient may 
be the breadwinner of the family and the 
continued existence of the family group may 
be dependent upon his efforts; the preserva- 
tion of the home may require the patient's 
active participation in family life, as for the 
mother; the costs of prolonged hospitaliza- 
tion may be threatening to demolish the eco- 
nomie foundations of the family. All of these 
reasons may be good and sufficient cause for 
efforts to eliminate the edema. Whatever the 
reason for specific therapy, the physician 
should be aware that thusfar the aecepted 
methods of edema control in general leave 
the cause of the disease untouched, and al- 
though the physical appearance of the patient 
may have been altered in a most dramatic 
fashion the problem of recovery from. the 
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disease peman ‘his lias 
come obscured beeause with recovery the pu 
tient does indeed lose his edema as he loves 
other evidenees of the disease. put the 
diuresis, far from being the inciting event in 
starting recovery, Iso merely one apparent 
manifestation of recovers and can occur ae- 
tually under conditions in which a more serl- 
ous state of the diseare may exist following 
it than before it. One must appreciate this 
fact or evaluation of hits therapeutic ellorts 
may well lead him into disappointments that 
are Unnecessary, 

A second area where a wealth of materials 
is available for therapy is in the control o} 
infection. First we had the sulfa drugs, then 
tiny and now a great variets of anti- 
hietie agents stock the shelves of all ow 
pharmacies. Infection to a nephrotic patient 
is always serious. It may result in death with 
bacteremia or the immediate complication 
haa resolve only to be followed hy a sharp 
reduction in renal funetion, Not all antibs- 
otics have the same degree of usefulness in 
these patients. The dangers of the sulfa drugs, 
first toward the hemopoietic system and sec- 
ond, toward the kidney are known to all of 
vou and TP shall say little about them except 
that we must be cireumspect in their use in 
these patients. Penicillin its almost com- 
plete absence ol toxic effects stands alone 
emong the antibioties. It can be used with 
at all times and for all dosages. Pen- 
however, has a restricted bacterial 
spectrum and today many of the organisms 
eausing infection are of a species hot 
tible to so other antibiotics must 
be used. Aureomyvein atieets a wide range of 
organisms but aureomyvein trequently causes 
nausea, vomiting and diarrhea. These mani- 
restutions tONICITS of the drue for the 
vustiro-Intestinal tract result) in severe 
complications fora preeariouslv balanced pa- 
tient with the nephrotic svndrome. Vomiting 
and diarrhea are frequentls dreaded Visitors 
to the nephrotic individual and by themselves 
may cause such severe imbalance as to result 
in death, Streptomvein may cause a sharp re- 
duction in renal funetion, a property TP have 
not seen in the other antibioties. Despite 


tain contra indications situations may arise 


wher ecaleulated risk IS and 
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visable. When such is the ease the phvsician 
must shoulder his responsibility and so direct 
the management of his patient that warnings 
of untoward effects will be immediately ap- 
parent to him. Filteea vears ago the more 
serious of these complicating infections were 
nearly always caused hy the 
During the past five vears pneumococeal in- 
lections have become a rarity in mv clinie 
while infections due to KE. Coli, Proteus vul- 
earis and similar organisms have increased 
correspondingly. This means that a variety 
of antibiotic agents must be kept at hand 
reudy for use at all times to secure the most 
ellective result in the shortest possible time, 

The spectre of starvation is a constant com- 
pation of the nephrotic patient. These indi- 
viduals are depleted body protein, capri- 
clous In appetite, atiheted with repeated 
and some instances vomiting. 
forts to restore plasma and body proteins to 
normal by feeding high protein or high ear- 
bohvdrate diets have been consistently un- 
successful, Arbitrary changes in the diet de- 
signed to furnish a presumed better mixture 
to the patient are usually followed by loss of 
appetite and extensive food refusals. It) is 
more Important to maintain the ealorie in- 
toke of the patient than to maintain any 
eivea distribution of foodstufts between pro- 
tein, carbohydrate and fat. When the psvcho- 
lorical desire for food can be stimulated, the 
patient will asa rule take a satisfactorily dis- 
tributed diet and the maintenance of caloric 
equilibrium is more easily attained. Foree 
feeding of any kind will not force synthesis 
of cell protein and may hy exacerbation of 
liatsea lead to the reverse. Our dietary goal 
then should be te maintain calorie equilib- 
rium by feeding natural foods with rieh 
and variegated vitamin supplement to 
meet insofar as possible food whims, dislikes 
and eravines of the patient. 

The psvele ol the patient must not be over- 
looked. Tle must be given all possible help in 
adjusting his life to the limitations imposed 
by his disease and he mist be assisted con- 
tinually in developing a way of living which 
is compounded of a reasonable hope for the 
future with a recognition of the present limits 
al therapeutic effectiveness. This mainte- 
hance of a will to live must be encouraged in- 
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dividually and the suecesstul approach will 
be as varied as the personalities of the pa- 
tients involved and their families. Within this 
limited framework a great deal can be ac- 
complished. 

To me the most important and the one over- 
riding requirement in the treatment of the 
disease is a maintenance of satistactory kid- 
ney function at all times. Although there are 
many situations in which the capacity of the 
kidney to respond rapidly to the therapeutic 
assistance is markedly limited, this should 
not serve as an excuse for not carrying out 
supportive therapy, as in some instances 
evaluation of the situation may be faulty and 
intensive supportive therapy may permit a 
patient another opportunity for recovery or 
for satisfactory prolongation of life. Exeept 
in the most desperate of self limited complica- 
tions, all therapy should be interdicted which 
may have a deleterious effect on the kidney. 
This does not mean that one cannot use a 
treatment such as a very low protein diet 
which may be accompanied by a lower level 
of kidney function because of decreased de- 
mands, vet it does mean that maintenance of 
kidney function at its maximum eapacity is 
not always the best course to follow even 
when renal function is reduced. When severe 
acidosis develops it should be vigorously com- 
batted and every effort should be made to 
prevent excessive reduction in blood earbon 
dioxide content. Some measure of renal fune- 
tion must be carried out at intervals to permit 
evaluation of the regimen on which the pa- 
tient has been placed. I have found the urea 
clearance test the most useful procedure for 
this purpose. Any clearance test may, of 
course, be used but technically the inulin, 
para-amino hippurate ana similar clearances 
are much more difficult and expensive than 
is the urea clearance test. Observations of the 
urinary sediment, urinary protein and urin- 


ary specific gravity corrected for proteinuria, 
are useful adjuncts but cannot serve the same 
purpose as clearance tests repeated over in- 


tervals of time. 

Some of the more popular present treat- 
ments I have not yet discussed because they 
do not fall into a single category of disease 
control. The administration of concentrated 
plasma or salt poor albumin is such a treat- 
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ment. When this therapy is carried out we 
are endeavoring at one time to inerease the 
plasma oncotic pressure, relieve edema and 
provide a measure of protein nutrition. In an 
extensive series of cooperative observations 
with the American Red Cross at the end of 
the war it was our finding in common with 
all participants that administration of salt 
poor albumin in adequate amounts results in 
a significant diuresis in one out of two tries 
statistically. That is, in any series of patients 
so treated about one half of the patients will 
diurese after a single course of albumin, and 
following repeated administration of albumin 
to a single patient a diuresis will oeeur in 
about half the courses. There is no evidence 
that this procedure in any way provoked a 
recovery in patients so treated and it is my 
belief that in our patients so treated there 
may have occurred at least transitory set- 
backs toward ultimate recovery even though 
symptomatic relief was obtained. The exces- 
sive proteinuria resulting from this treat- 
ment is, I believe, potentially harmful, though 
in each patient certain, as yet unknown, con- 
ditions are necessary to permit this to become 
evident. The gradual abandonment of this 
treatment is further testimony to its ef- 
fectiveness in establishing permanent im- 
provement. When, however, one is confronted 
with a marked reduction in blood volume, ad- 
ministration of plasma or albumin may _ be 
an important first step in overcoming this de- 
ficieney until whole blood is available. 
During the past three vears there has ae- 
cumulated a good deal of data on the effects 
of ACTH when given to nephrotic patients. 
The one effect which has been repeatedly em- 
phasized has been the loss of edema. The in- 
cidence of diuresis following ACTH admini- 
stration appears to be greater than that which 
followed salt poor albumin administration. 
Following one course of ACTH the ineidence 
of diuresis has been placed as high as 82 per- 
cent of patients by Rapoport, Barnett and 
co-workers. Riley in an equally carefully 
studied group had just under 2/3 of his pa- 
tients respond with a diuresis. The effects of 
ACTH on renal function have not been clear- 
ly established. Some studies suggest an in- 
crease in renal clearances following diuresis 
whereas others show no significant change. It 
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is obvious that no single response in renal 
function follows ACTH administration. There 
is likewise a variety of data on the effects of 
ACTH on the level of the plasma proteins. 
In several series of patients apparent re- 
covery has occurred in some few while others 
have continued downhill to death. Sufficient 
time has not elapsed since the work with 
ACTH began for a real evaluation of its 
place in the therapy of the nephrotic syn- 
drome. Most reports have emphasized its di- 
uretic effects but even in the more optimistic 
of these the incidence of edema free patients 
is not larger than we have obtained using the 
more Classical dietary procedures but requir- 
ing somewhat greater time intervals to etfect 
the therapeutie result. Again, recovery sta- 
tistics from ACTH treated patients are not 
significantly greater at this time than has 
been our experience over the same time in- 
terval in patients not receiving ACTH. The 
drama of diuresis must not be permitted to 
obscure the statistics on final recovery which 
is always our ultimate goal. While it appears 
ACTH may be useful in treating the disease 
in some circumstances, we should endeavor, 
whenever it is used, to make such observa- 
tions on its effects as will help to clarify the 
indications for its use. 

In the treatment of the nephrotic syndrome 
our ultimate therapeutic goal should be com- 
plete recovery ; it can and does oceur. When 
a patient comes under therapy all efforts 
should be made to protect the kidney against 
further insult, to aid and abet its recovery 
in every way. We should strive to reach 
calorie equilibrium and to maintain it, that 
the patient’s nutrition may be improved. We 
should protect the patient against the effects 
of infection to the best of our abilities. We 
should encourage the patient in his struggle 
to recover. When indicated for specifie rea- 
sons we should remove edema or endeavor to 
cause a diuresis. The reason for each proce- 
dure in treatment should be elear, so that 
reaching a limited goal will not bemuse us 
to the extent of failing to achieve the ultimate 
goal of recovery. 

DISCUSSION 

Dr. R. W. Frevick, Wilmington: I think 
that it is most appropriate for Dr. Farr to 
suggest a re-evaluation of our basie goals in 
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treating nephrosis. However, some of his 
statements raise some interesting considera- 
tions. I wonder if there is not some of the 
same type of problem found in the approach 
to this disease as there is in diabetes, where 
some feel that blood sugar levels are of rela- 
tively little importance in treating the pa- 
tients. Apparently the final answer is not 
available in either case, although it seems to 
me that the closer a patient can be kept to 
the normal state, the better off he is, whether 
it is in the treatment of diabetes or nephrosis. 

| wonder, if as Dr. Farr infers in his state- 
ment, the edema per se has no influence on 
the course of the disease, whether this means 
that the well-being of the patient is not im- 
proved when he is edema-free—not only in 
terms of his subjective feeling, but in his nu- 
tritional status and blood chemistries? Isn't 
the edema associated with a disturbed meta- 
bolie state, impaired intestinal protein ab- 
sorption, as well as to quality and volume of 
the extracellular fluid? 

Metealf, Kelsey and Janeway suggest 
that there is an improved glomerular filtra- 
tion rate and increased effective tubular mass 
in patients made edema-free, either as a re- 
sult of spontaneous diuresis, or the use of 
ACTH. Are these above factors not thera- 
peutie goals? 

Since Dr. Farr has raised the question of 
the underlying disease process in the neph- 
rotic state, | wonder if he would be willing 
to elaborate further about his idea of its 
etiology. Is it of immunogenic origin? If 
so, may not ACTH serve some effect on the 
underlying process and therefore be worth- 
while to use? 

Is there any place for the use of HN? in 
the disease—probably based on interference 
with basic immunological reactions? 

Finally, while Dr. Farr is apparently not 
particularly concerned with reducing the 
edema, per se, it would, nevertheless be in- 
teresting to hear him comment about the re- 
sults Fox has obtained with the use of his 
sodium and potassium solutions in this dis- 
ease. 

Dr. Fantvazrer, Wilmington: I wish 
to thank Dr. Farr for a most interesting dis- 
cussion of a perlexing problem. 

Again I wish to emphasize the general care 
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of these patients to maintain their general 
well being. 

With the advent of ACTH, I think it 
brings up a number of interesting problems. 
I guess the answers to the use of ACTH are 
not known vet, but it is my understanding 
when children are treated with ACTH and 
ACTH is withdrawn after five or six days, 
there is quite a diuresis in the average pa- 
tient treated, and also during this time that 
there is a hypoadrenal function. In other 
words, all aspects of the adrenal are sup- 
pressed, maybe likening this to what you find 
in the newborn, where there is diuresis and 
loss of weight in the first few days and again 
there is hypofunction of the adrenal. 

I would like Dr. Farr to comment on the 
hormonal etiology of this disease, again 2s to 
the general edema loss on these patients, how 
the ACTH affects the hormones, and whether 
there is such great disturbance of the potas- 
sium and sodium balance. 

Dr. L. B. Fuixx, Wilmington: I am sure 
Dr. Farr is going to need a little extra time 
to answer all the questions already put to him. 

We remember so well Dr. Farr’s aid to us 
during the vears he spent here in Wilmington 
at the duPont Institute, particularly with 
regard to his help and advice on this very 
subject and in caring for patients which were 
here during his sojourn at the Institute. He 
has always been helpful, he has always been 
stimulating, and he has talked to many, many 
groups here in Wilmington. 

He has emphasized the necessity for in- 
dividualizing all of these cases, which is true 
so many metabolie dis- 


in so many diseases 
eases—and too frequently that fact is lost 
sight of. 

The change in varying types of. treatment 
over the vears I will not recite, except to say 
that a lot has happened since cases were treat- 
ed some years ago with the then orthodox 
methods to the ACTH technique during the 
recent times. Perhaps some of the recent 
cases now recover because the antibioties of 
today allow such patients to live long enough 
to have a spontaneous remission, The certain 
trends in the present-day treatment and in 
the experimental field have interested us, par- 
ticularly lately. 

It has long been a question as to whether 
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this disease is due to kidney trouble or due 
to some general metabolic condition. No one 
knows definitely, even now. Many individ- 
uals have given throid extract, which may 
or may not be of value. 

Recently, as has been suggested here this 
afternoon, the electrolytic situation has at- 
tracted attention, particularly in regard to 
the sodium situation. 

Dr. Fox, as you know, raised the question 
that maybe the sodium chloride space isn't 
where it was previously supposed to have 
been. Maybe there is chloride in the cell, in 
place of some of the sodium. Maybe these 
patients really need sodium, although most of 
them heretofore have been kept on a low sod- 
ium chloride diet and in therapy. 

Dr. Farr has found from the radioactive 
sodium investigation that there is a reduction 
in the intracellular sodium. Giving such in- 
dividuals sodium seems to be advantageous 
and, curiously enough, to produce diuresis. 
And, frequently, not always, when such a 
thorough diuresis is produced, something 
seems to happen—perhaps other than in the 
kidneys—but through the whole body meechan- 
ism whereby the individual may have a long 
remission or maybe a permanent one. 

ACTH does apparently do something be- 
sides raising the level of the renal cortical 
action in these cases. 

Dr. Farr has pointed out that certainly not 
all cases of nephrotics can be considered as 
being, or the trouble as being, due solely to 
a hypoactivity of the adrenal cortex. Never- 
theless, there is a diuresis in many such cases 
and ACTH retains sodium. Maybe I will ask 
Dr. Farr, does the sodium which is retained 
from the ACTH go back to the cell, release 
chloride, perhaps, and thereby «a diuresis of 
sodium chloride? 

However, whatever the mechanism, it has 
been of great interest. The cases reported 
by Dr. Fox and more recently by Porter, 
Karr, Neubauer and others, of a number of 
patients treated by mouth with sodium and 
potassium acetate have diuresed, and along 
with it, clinically, have become markedly im- 
proved, not, as far as I can ascertain, in 
every case, but in a surprisingly large num- 
ber of cases. 

Dr. H. H. Stroup, Wilmington: Since ob- 
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servers for many years noticed remission tre- 
quently followed infection—measles, dengue, 
and so on and because measles has been in- 
duced in patients, with varying results—some 
vood—I wonder if Dr. Farr feels that measles 
or dengue or some other short disease is ever 
worth while in the teatment of the disease? 

Dr. Farr: IT am afraid if I tried to an- 
swer all these questions in detail we would be 
here for a considerable length of time. How- 
ever, | will do the best I ean to give a brief 
comment on the interesting and complex prob- 
lems which have been raised. 

First, in regard to decreases in renal fune- 
tion following depletion of total body sod- 
ium, it was shown by MeCance and his as- 
sociates about 20 years ago that normal in- 
dividuals severely depleted in’ body sodium 
stores exhibited a decrease In urea clearance. 
In nephrotic patients also depleted of sod- 
ium by vomiting, diarrhea’ similar 
mechanisms, there appears to occur a redue- 
tion in extra-cellular fluid volume and a re- 
duction in sodium concentration in this fluid. 
Under these conditions a reduction in urea 
clearance is found in association with the 
electrolyte disturbance. Therapy with sod- 
ium to restore the normal electrolyte rela- 
tions finds the kidney responding with alae- 
rity to resume that level of function noted 
prior to the disturbance. This is a general 
phenomenon in which nephrotie patients par- 
ticipate. 

However, in the nephrotic patient there are 
special conditions which may make these re- 
lationships obscure. There is the presence 
of edema which may still be present despite 
exaggerated hypo-osmolarity of a degree sim- 
ilar to that which would be observed in more 
normal individuals if the salt loss were not 
usually accomplished acutely through the 
mechanism of water loss. 

In the nephrotic patient it Is frequently 
observed that the serum sodium may be re- 
duced below the usual normal figure. Ad- 
ministration of sodium when this is the case 
and not acute sodium depletion, does not re- 
sult in an increase in sodium concentration, 
but merely an inerease in edema. 

Recently, through the use of radioactive 
sodium, we have observed that In these pa- 
tients it is possible to have a depletion of 
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presumably intracellular sodium without re- 
duction of sodium concentration in extracel- 
lular fluid and without reduction in extra- 
cellular fluid volume. When this presumed 
depletion of intracellular sodium progresses 
to a point where cell sodium is very, very 
low, there occur somatic changes in the pa- 
tient. He complains of severe cramplike 
pains; localized tetany is frequent; convul- 
sions May occur; acidosis becomes extensive 
and renal function falls precipitously to very 
low values of the urea clearance—3 to 4 per- 
cent normal. Administration of sodium in 


large amounts eauses a_ reversal of these 
changes without increase in body weight. 
The urea clearance over a period of weeks 
returns to its previous value. This seems to 
be a different type of sodium depletion than 
the one deseribed above and is still in the 
process of elucidation at Brookhaven by Dr. 
James L. Gamble, Jr. 

Second, in regard to using high or low 
protein diets, [| can give no definitive rules. 
Kollowing experimental studies, we have 
thought from time to time that precise dietary 
parameters could be deseribed but in each 
instance further experience has demonstrated 
that the description was inadequate. 

In general, it is my belief that it is more 
important to keep the patient eating than to 
delimit what he may eat. That ts, in the long 
run, caloric equilibrium is the most import- 
ant dietary goal. It has been repeatedly dem- 
onstrated that a high protein intake alone 
will not force synthesis of tissue and plasma 
protein. During the past few years, halting- 
lv, uneertainly, and with great caution we 
have also obtained surprising evidence that 
even under very low protein intakes with a 
constant number of calories, depletion of body 
protein does not continue to an unlimited de- 
gree, but that nitrogen equilibrium at- 
tained. Patients on very low protein intakes 
—four to six grams a day for a four year 
old child—show apathy and listlessness to an 
extreme degree but plasma proteins remain 
constant and renal function may slow or stop 
in its relentless downhill course. 

Again, the most important facet which 
seems to be emerging from these observations 
is that consisteney and constancy of intake 


are the factors to watch most closely. 
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| have touched on the question of dietary 
protein and its influence on the damaged kid- 
ney. In some patients in whom there is a 
consistent downhill course in renal funetion 
over a period of months, we have changed 
their diet to a low protein intake in an ef- 
fort to conserve the kidney. This procedure 
stems from experimental work which has dem- 
onstrated that in high protein intakes, ani- 
mals with severely damaged kidneys will sut- 
fer progressive destruction of the remaining 
renal parenchyma and that similarly prepared 
animals placed on low protein intakes re- 
cover in a high percentage of instances. If 
kidney function can be preserved, it is easy 
later to restore the nutrition to a normal 
status. 

On the other hand, maintenance of nutri- 
tion without preservation of renal funetion 
is valueless. Six months on a low protein in- 
take will give an adequate rest to the kidney 
and if the procedure will be effective, results 
should be evident within this period. 

1 did not mention exposure of these pa- 


tients to disseases such as measles and dengue 
partly beeause of time and partly because of 


inability at this moment to evaluate these 
procedures fully. Sinee in the general man- 
agement of these patients, a great deal of ef- 
fort is expended in attempts to protect them 
from infection it is only reasonable to de- 
mand clearcut indications as to the values 
and hazards of such procedures before will- 
fully exposing these patients to an infectious 
disease, 

Nitrogen mustard has been used by Cor- 
coran and his associates at the Cleveland 
Clinie and by Chassis, Golding and their as- 
sociates at Bellevue. Nitrogen mustard is a 
very toxie compound and must be used with 
great skill to avoid hazardous complications. 
Functional studies on patients so treated have 
revealed improvements in’ clearances and 
maximal tubular excretory capacity follow- 
ing nitrogen mustard therapy, but a great 
deal more information is necessary before it 
‘an be used as general therapy. The results 
to date have been suggestively encouraging 
and where means are at hand for careful ob- 
servation and control of patients, nitrogen 
mustard should be one compound to consider 


for use. 
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Adrenocorticotropin. (ACTH) may be a 
useful adjunct in the treatment of this dis- 
ease. The elimination of edema at times Is 
a necessity and at times is a desirability in 
the management of a patient. To achieve 
this specific goal ACTH may be of worth. I 
hold no brief for maintaining a patient In 
the edematous state; | do, however, empha- 
size the point that no clearcut relation has 
been demonstrated between persistent edema 
and inereasing renal failure and, however 
gratifying elimination of swelling may be, it 
is not usually a step which is life-saving. 
Kreeing of a patient from the burden ot 
edema is no guarantee of recovery, nor is it 
a step which permits any relaxation in ef- 
forts to aid the patient to a spontaneous re- 
covery. 

Although sodium potassium and water may 
be distributed in unusual fashions in these 
patients and although we have been endeavor- 
ing to study the distribution of these sub- 
stances in nephrotic patients, we have not vet 
obtained evidence for a disturbance po- 
tassium distribution such as was suggested 
by our sodium data. The potassium disturb- 
ance may well exist for we know sodium ¢an- 
not be removed from body fluid without a 
host of changes following in the electrolyte 
and water composition. Electrolytes must be 
considered as a whole, although we may study 
them separately because it is technically 
necessary so to do. 

The administration ot alkaliniziny salts as 
recently advocated by Fox stems largely 
from Osman’s papers in 1927. It is my un- 
derstanding of Fox’s papers that a condition 
of acidosis is indieation for such treatment. 
| have seldom observed acidosis in the ab- 
sence of renal failure or other obvious cause 
for the imbalance and have not administered 
sodium and potassium salts to provoke diures- 
es. This procedure is not without hazard as 
one serious complication may cerebral 
edema with coma and ultimate loss of fune- 
tion of the higher centers as oceurred in a 
patient recently brought to my attention. I 
believe there exist equally effective methods 
for routine delivery of edema with consider- 
able loss hazard. 

All discussors have brought up the ques- 
tion of hormone etiology in this disease. It is 
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true that some manifestations of the illness 
suggest adrenal insufficieney which might be 
seized upon by some as the indication for 
corticotropin therapy. But there also have 
heen deseribed thyroid disturbances and 
some have advocated treatment with testoste- 
rone. The studies on anti-diuretic substance 
in the blood and ure suggests a pituitary 
disturbance which is likewise suggested to me 
by some ot the disorders in nitrogen metabol- 
ism seen in this diesase. Onset of the illness 
may be sudden and recovery equally abrupt. 
Response to parathormone and pitressin in 
proper dosage is diuresis as with corticotrop- 
in. If a hormonal etiology be the correct one, 
it would appear reasonable to me that the pri- 
mary disturbance might be considered to re- 
side in the pituitary. 

The fact that each of the above described 
hormonal disturbances may be absent in any 
one patient during vigorous phases of the 
disease when the total illness is slightly abat- 
ed, if at all, compels me in part to this se- 
lection. The final answer will, | am sure, 
emerge eventually from the careful and ex- 
tensive work which is being done now in 
various elinies, and until all the evidence ts 
in, however attractive a hormonal or an 
antibody or a nutritional deficiency explana- 
tion may appear to a person, we must keep 
our minds open and alert and our procedures 
and approach flexible so that all measures 
of aid to the patient will be used and prop- 


erly so. 
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SURGICAL METHODS AND RESULTS 
IN THE MANAGEMENT OF 
INTRACTABLE ESOPHAGEAL 

ACHALASIA* 
Herbert R. HawrHorne, M. D.** 
Philadelphia, Pa. 
and 
H. Cuinron Davis, M. D. 
Miami, Fla. 
Achalasia, megaesophagus, cardiospasm, 
and idiopathic dilatation of the esophagus 
are the more common terms applied to a con- 
dition in which the eardiae sphineter does 
not relax effectively during deglutition. This 
funetional disturbance may remain sub- 
clinical in many instances. Patients learn to 
adjust their eating habits and get along sur- 
prisingly well; vet, most cases seek medical 
aid sooner or later because of difficulty in 
swallowing. The results of conservative 
therapy are usually gratifying. Surgical 
treatment is required in a small but signifi- 
‘ant percentage of patients when dilatations, 
psychotherapy, antispasmotics and special 
diets fail to bring relief. It is the purpose of 
this paper to discuss the surgical methods and 
their results with special reference to 
esophagogastrostomy and esophagoeardiomy- 
otomy in a personal, well-followed series. 
PATHOLOGIC-PHYSIOLOGY 
Unfortunately, too little is understood 
the pathologie-physiology involved. The con- 
dition may be the result of incoordination be- 
tween the nerve supply of the esophageal 
wall and the cardioesophageal junction. Hurst 
advanced the theory that relaxation did not 
occur when the peristaltic movement from 
above reached the lowermost end of the 
esophagus and therefore the obstruction to 
the passage of contents was not due to spasm. 

Puppel in a recent extensive study of esopha- 

geal motility concluded that a disturbed peri- 

stalsis or even total motor paralysis may be 
present and that the entire esophagus may 


“*Read before the Medical Society of Delaware, Wil- 
mington, October 10, 1951. 

**Professor of Surgery and Associate in Surgery, re- 
spectively, University of Pennsylvania Graduate School of 
Medicine, 
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be involved in the functional derangement 
rather than the lowermost end as suggested 
by many. 

Esophageal peristalsis is dependent upon 
the nerve plexus on the surface of the organ, 
and movements do not occur when the nerve 
supply is removed. Each primary peristaltic 
Wave is preceded by a wave of inhibition (law 
of the intestine) so that the muscularis is re- 
laxed just prior to the on-coming wave. The 
primary peristaltic wave begins with a con- 
traction of the pharynx; similar secondary 
waves, stimulated by esophageal distention, 
arise at the level of the aortie arch in patients 
in whom the primary wave fails to carry the 
bolus of food. In achalasia the primary wave 
stops above the level of the aortie arch and 
thus the esophageal content may regurgitate 
to the cricopharyngeus muscle. No secondary 
Waves are seen. Small purposeless, segmental 
contractions do occur, but they are ineffective 
in propulsion. 

The ecardiae sphincter is not a definite 
anatomical muscle but rather the continuity 
of esophageal and gastrie muscularis. A pres- 
sure of 5-7 mm. of water from above will nor- 
mally cause the sphincter to open, whereas 
0 mm. of water pressure are required from 
the eardiae side. Considerably greater pres- 
sures fail to bring about relaxation m 
achalasia. 

Stimulation of the normal pharynx results 
in relaxation of the eardia. Absence of the 
gag reflex or pharyngeal anesthesia, usually 
due to functional derangement of the medul- 
lary centers of the ninth and tenth cranial 
nerves, may be associated with spasm of the 
eardia. Vagotomy in animals causes increased 
tone of the cargiae sphincter and dilatation 
of the esophagus. In humans, stimulation of 
the vagus nerve causes cardiospasm in some 
persons and relaxation in others which sug- 
gests that the nerve earries both motor and 
inhibitory fibers to the eardia. Knight has 
demonstrated that the cardiospasm picture 
in the vagotomized animal can be prevented 
by a sympathectomy ; however, Mitchell, after 
a earetul anatomical study, concluded that 
complete sympathetic denervation of the 
eardia requires a much more extensive opera- 
tion than is practical in the human patient. 
Following the operation for hypertension 
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with complete sympathetic denervation, no 
definite evidence of change in esophageal 
function was noted by Grimson. Ochsner and 
DeBakey concluded that their experience 
with sympathectomy for achalasia was un- 
satisfactory. No ease of achalasia has resulted 
from vagotomy as practiced by some surgeons 
for duodenal ulcer, yet recent studies suggest 
increased sphincter tone in some eases. 

Whether the usual mechanism of closure of 
the sphincter is related to gastrie acidity, to 
intragastric pressure or filling, or to some 
other factor is unknown. A strong stimulation 
of the abdominal viscera experimentally in- 
duces reflex eardiospasm through sympa- 
thetic afferent pathways. Similar spasm may 
be invoked by intrinsic pathology such as 
esophagitis, foreign body, diverticula, car- 
cinoma, peptic ulcer and trauma. Possible ex- 
trinsic stimuli, caused by disease elsewhere 
in the gastrointestinal tract, are most notably, 
peptic uleer in the stomach, or duodenum, 
and disease in the biliary tree. 

The functional narrowing of the ecardio- 
esophageal junction is the usual anatomic 
change, followed by gradual lengthening and 
dilatation of the proximal esophagus, especial- 
lv to the right side, for there the expanding 
organ meets the least resistance in the pos- 
terior mediastinum. Various gross appear- 
ances probably represent different degrees 
in the course of the disease. The fusiform 
tvpe may progress to the widened flask shape. 
A sigmoidal configuration with lengthening 
and redundancy is indicative of long stand- 
ing achalasia. 

The esophageal muscularis is often thick- 
ened above the narrowed segment, possibly 
on a work hypertrophy or inflammatory 
basis.. At operation no sign of adhesions is 
seen and gross evidence of inflammation or 
constricting agents in the hiatal area are 
absent. Extrinsic pressure by the diaphragm, 
by adjacent organs or by a vascular ring does 
not oceur. 

Stagnation of food and occasionally repeat- 
ed dilatations may lead to varying degrees 
of inflammatory change with superficial or 
deep uleeration, even perforation. The re- 
sulting granulation tissue may bleed profuse- 
ly. Because of the increased intraesophageal 
pressure due to the ever present liquid food 
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column and in part to straining efforts, it is 
not rare to see a pulsion-type diverticulum 
develop. Achalasia patients, when in the re- 
cumbant position, and especially when asleep, 
are in constant danger of regurgitation and 
aspiration pneumonia. Pleural effusion, lung 
abscess and bronchiectasis may result. In the 
intractable patient chronie semi-starvation 
soon produces severe nutritional deficiencies, 
meluding avitaminosis, particularly of the 
water soluble group. 

Pathologic changes in or an absence of the 
myenteric plexus of Auerbach have been re- 
ported in a number of cases, but whether or 
not these changes are primary or secondary 
remains a question. Similar myenteric ner- 
vous changes are noted in’ Hirschprung’s 
disease or megacolon, and indeed, both con- 
commitant megacolon and esophageal acha- 
lasia have been reeorded, suggesting a com- 
mon, possibly congenital, origi. Plummer- 
Vincent syndrome is) another example of 
achalasia where the inferior constrictor of 
the pharynx is involved in anemic, middle 
aged women. 

Signs AND SYMPTOMS 

The signs and symptoms of achalasia of 
the esophagus are chiefly dysphagia, regurei- 
tation and substernal discomfort after meals. 
Warm and liquid foods are better tolerated 
than cold and solid ones. Excessive amounts 
of water are usually consumed in an attempt 
to literally wash the food down. Many pa- 
tients develop an almost voluntary control 
of the esophagus in that they learn to regur- 
vitate the gullet content at will to obtain re- 
lief! from postprandial discomfort. With the 
intractable group of patients weight loss and 
anemia are almost universal. 


Among the exciting factors already men- 


tioned, psvehic trauma cholelithiasis, peptie 
uleer, and = pregnaney existed tour in- 
stances In our series. Males outnumbered the 
females, vet others have shown a preponder- 
ance of females. Three patients were newroes. 
In this series the onset of symptoms began 
in the third or fourth deeade of life with the 
exception of one case whose symptoms dated 
back to early childhood. 
TREATMENT 

The majority of patients with achalasia, 

unaccompanied by extreme dilatation and 
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stasis, respond satisfactorily to conservative 
therapy which consists of a bland diet, skill- 
ful advice and suggestion on the part of the 
physician, amyl nitrite, and bougie dilata- 
tions. Beeause of intractability to medical 
therapy and instrumentation, ten to fifteen 
percent of these patients seek surgical relief. 
According to Maingot, surgery is indicated as 
follows: 1) When owing to the great size 
and sagging of the flask-shaped esophagus, 
dilatation under direct vision is a hazardous 
undertaking or is not feasible; 2) When the 
patient has failed to respond to one or more 
courses of treatment with a hydrostatic 
bougie ; 3) In infaney and childhood as voung 
patients cooperate poorly and frequently do 
not respond to instrumentation, whereas op- 
erative treatment is strikingly successful; 4) 
In all those cases where the diagnosis is in 
doubt because of the possibility of tumor in 
the cardia or lower end of the esophagus. 

Surgical procedures designed to enlarge 
the cardio-esophageal junction are not new. 
Using the transabdominal approach, Mikuliez 
performed dilatations as early as 1900 
through a gastrotomy at first, and later by 
invaginating the anterior gastrie wall through 
the esophageal orifice. Wendel in 1910 incised 
the narrowed segment, the adjacent cardia 
and closed the opening transversely. This 
method is recommended by Sweet, and is re- 
ferred to as ecardioplasty. Girard 1915 
moditied the procedure by leaving the mucosa 
intact. Heller proposed esophagocardiomy- 
otomy in 1913, advocating both an anterior 
and a posterior myotomy incision, The use 
of the single anterior incision only, has been 
popularized by Maingot and Garin. 

The original Heyvrovsky esophagogastro- 
stomy, a side to side anastromosis between 
the cardia and the esophagus, was soon modi- 
fied by Grondahl atter the method of the Fin- 
ney pyloroplasty because of the awkward 
spur at the gastroesophageal orifice. Com- 
plete resection of the lower esophagus and 
cardia was advoeated by Rumpel and Pri- 
bram. With the acidity factor in mind Wan- 
vensteen has suggested wider resection of the 
vastriec segment. The surgical procedure most 
widely used in this country during the past 
decade has been the Grondahl esophagogas- 
trostomy, while the modified Heller operation 
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or esophagoeardiomyotomy has been the 
choice in Britain. 
RESULTS 

In reviewing the literature to assess the 
results of these methods of surgical treatment 
a great deal of confusion has arisen. Many of 
the patients were inadequately followed. 
Karly attempts at esophageal surgery were 
accompanied by a high mortality, while at 
the present time these procedures are rarely 
followed by death. Recent advances in preop- 
erative preparation, chemotherapy, antibi- 
otics, anesthesia, and blood replacement have 
changed the overall picture and they make 
for an unfair comparison. 

There are too few series in the literature 
where the same group has tried and followed 
two or more different techniques, to allow an 
unbiased opinion. Asymptomatie post-opera- 
tive patients are important in evaluating re- 
sults, but this is subjective evidence. Cases 
should be followed for at least six months, 
preferably two years or more. Follow-up 
studies should ideally include periodic barium 
X-ray studies and where possible, esophag- 
oscopy. If a patient has a return of symptoms 
or if he requires further dilatations after sur- 
very, he should be classified with the un- 
satisfactory group, even though he is im- 
proved by the added instrumentation, Sim- 
larly, if a patient requires further related 
surgery he should also be listed as unsatis- 
factory. With these thoughts in mind several 
of the more recent series showing experience 
with one or more of the techniques are tabu- 
lated in Table 2. 

Both Womack and Wangensteen have had 
considerable experience with the resection 
technique in achalasia. Although we have not 
employed this procedure, we wish in retro- 
spect that it had been used in one case of the 
sigmoidal configuration, associated with a 
high gastric acidity and a duodenal ulcer. 
This patient and two others, who were op- 
erated upon by the Grondahl esophagogas- 
trostomy method, have returned with recur- 
rent symptoms and have in subsequent years 
required further dilatations. One case re- 
quired further extensive surgery which was 
performed elsewhere. All of the nine cases 
with the Heller operation have remained free 
of symptoms to date, although one was read- 
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mitted because of hematemasis, a continuous 
complaint for more than 20 years. This 58 
vear old colored male had been admitted two 
years before with complaints of ditficulty 
with swallowing, shortness of breath, a twelve 
pound weight loss, bloody vomiting and pain 
after meals. Twenty-five vears before this ad- 
mission he had been treated medically for a 
peptic uleer. Eight years previously he had 
been X-rayed for the cause of hematemesis 
and the severe degree of achalasia was dis- 
covered. Conservative therapy, ineluding 
dilatations, had failed to bring relief. 
Esophagoscopy revealed severe inflammation 
with the presence of bleeding granulation tis- 
sue. It would appear from this case that the 
Heller operation was successful in ameliorat- 
ing the svmptoms but it failed to improve the 
long standing esophagitis. Further surgery 
directed at lowering the gastrie acidity is not 
being considered at the present time, because 
the patient responded so well to an ulcer pro- 
vram and because his total gastrie acidity is 
less than 20 ¢linical units. 
DISCUSSION 

An evaluation of two or more related surgi- 
cal procedures with follow-up studies by the 
same surgeon, esophagologist, radiologist and 
internist would appear valuable. A sincere in- 
terest in this problem has been rewarded by 
the fourteen patients with intractable achala- 
sia referred to us during the past seven years 
and it has afforded the unusual opportunity 
of comparing the Grondahl! and Heller opera- 
tions first hand in a significant number of 
cases. That these two groups are reasonably 
comparable as to age and duration of disease 
is shown in Table 3. All patients in this series 
were studied before surgery by the esophag- 
uscopist, both before and after surgery by the 
radiologist. Whenever possible a close contact 
has been kept between the surgeon, the psysi- 
cian and the patient. Although on occasion 
this has been difficult as in a case from the 
Dominican Republic, yet we hear from him 
twice a year and recently have received X-ray 


films representing a two year tollow-up. 
Like Maingot, we prefer the transab- 
dominal approach, usually through a_ high 
midline incision; however, on several ocea- 
sions the thoracie or combined route has been 
employed in our series. Even though the 


: 

4 

The) 

2 

‘3 

ity 

> 

< 

R 

4 

: 
4 
= 
= 
> 
3 


310 DELAWARE STATE 


transthoracic exposure has many desirable 


features, it is unnecessary in most instances. 


The immediate results of esophagogas- 
trostomy are gratifying, but unfortunately 
the late results are occasionally disappoint- 
ing. A new type of dysphagia develops due to 
kinking at the cardioesophageal junction or 
contraction at the stoma (Barrett & Frank- 
lin). It was interesting to observe that im the 
three cases with poor results in our series 
tested by esophagogastrostomy the largest 
hougie or dilator would easily pass into the 
stomach. This suggests a functional basis 
rather than an organic stricture as the cause 
of failure. Complete interruption of the 
smooth muscle as practiced in the Heller op- 
eration should, therefore, be followed by a 
lower incidence of functional contraction 
than those procedures which restore complete 
encirclement by the mascularis layers. 

The most serious cause of trouble, aceord- 
ing to Barrett and Franklin, is the postopera- 
tive occurrence of peptic esophagitis which 
may follow any procedure that destroys the 
normal achitecture in the region of the 
sphincter. The acute angle at whieh the 
esophagus joins the stomach has been point- 
ed out as an important factor in preventing 
regurgitation into the esophagus. This rela- 
tionship is least disturbed by the Heller op- 
eration. Qur postoperative X-ray studies in 
the recumbent position have shown that  re- 
flux barium passes upward into the esophagus 
with the esophagogastrostomy technic, where- 
as little if any is found to regurgitate with 
the esophagoecardiomyotomy operation. 

In summary then, a trial of dilatations and 
medical therapy is indicated in view of the 
good results obtained in the majority of cases. 
Associated visceral pathology may be found 
to be an aggravating influence in a surprising 
number of cases. Surgery should be reserved 
for those patients who do not respond to con- 
cervative treatment and the small group in 
whom malignaney cannot be ruled out. Our 
experience with fourteen patients with in- 
tractable achalasia, treated either by esopha- 
gogastrostomy or by esophagocardiomyotomy, 
has clearly demonstrated to us that the late 
results with the latter technic are superior. 


MepicaL JOURNAL 


NOVEMBER, 1952 


DISCUSSION 

Dr. Harotp S. Rarar, (WILMINGTON) : 

We are indebted to the speaker for his ex- 
cellent) presentation. Especially valuable is 
the careful analysis and comparison of results 
of the two most popular surgical technies ap- 
plied to the treatment of advanced achalasia. 
As he pointed out the data here presented 
has been accumulated by one team and as 
such is especially valuable. 

In order to discuss this paper in the light 
of local experience I have been privileged to 
draw on the experience of other surgeons 
other than myself. I am indebted for their 
gracious permission to consult the records of 
their cases. Though I have heard of at least 
six cases I have had written evidence of the 
distant post-operative course in only three. 
However, the verbal and somewhat vague re- 
ports of the 1emaining three are very similar 
to the others. 

All patients subjected to definitive surgery 
had esophago-gastrostomy. There were no 
hospital deaths. All were relieved of dyspha- 
gia and vomiting. There were no significant 
post-operative complications. All but one 
were done through the trans-thoracie route. 
None required further surgery for alchalasia. 
All these patients were satisfied with the re- 
sults of surgery. Of the three patients for 
whom there were written records two lost 
weight. These, however, were obese to begin 
with and the main indication for surgery in 
one was the necessity for dilatations about 
onee weekly and in the other for severe pain 
with a greatly dilated esophagus. The other 
patient had a dramatie weight gain of about 
thirty pounds. 

It requires more than the casual question 
‘* How do vou feel’’ to elicit the true picture 
in some of these eases. Relief of dysphagia 
makes them so grateful that they do not real- 
ize that they are not as well as they think. 

All three carefully followed patients have 
developed ulcer syndromes since operation, 
relieved by alkalis, diet, and in one Banthine. 
All three have had demonstrable anastamotic 
ulcers. All three suffer from acid regurgita- 
tion on bending over. One has mild heartburn 
relieved by simple measures. One, two years 
after surgery, required a formal ulcer regime 
for relief of epigastric discomfort and heart- 
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burn. One had rather severe melena from 
slow bleeding from his anastamotie ulcer. 

All in all, we may summarize by saying 
that the patients were much more satisfied 
with the results of their operation than were 
their surgeons. 

The evidence presented by the speaker 
strongly suggests that esophago-cardiomy- 
otomy has definite advantages over esophago- 
gastrostomy. Since local experience with 
esophago-gastrostomy has been unsatisfactory 
I have decided to try esophago-cardiomy- 
otomy on the next case. It appears that the 
latter has the additional advantage of being 
technically simpler although great care must 
be taken not to pierce the mucosa. Also the 
mediastinum, upper abdomen, and pleura are 
not exposed to contamination. 

A colleague has suggested a maneuver 
which, theoretically at least, should be help- 
ful in esophago-cardiomyotomy. If a tube of 
Miller-Abbott type were passed to the cardiae 
and inflated, it would serve as a darning egg 
against which to incise the muscularis. After 
incision of the muscularis, injection of dye 
through the open lumen of the tube would 
reveal even minute perforations. 

Before closing, I would like to mention two 
other cases. A 77 year old woman, weigh- 
ing 73 pounds, was admitted with marked 
fibrosis already present. A preliminary Jane- 
way gastrostomy was performed and _ the 
esophago-gastrostomy four months later after 
her state of nutrition had been restored to 
normal. I have no written detailed record of 
her subsequent course but I have been told 
that she did ‘‘alright’’ (quite). Patients 
should be persuaded, if possible, to accept 
surgery before reaching such a_ precarious 
state. 

One other case had emergency jejunostomy, 
under local anesthesia, for feeding purposes. 
This proved of no avail and he died several 
days later. This case is a grim reminder of 
our obligation to treat patients before they 
are moribund. 

In conclusion, I want to thank the speaker 
for his most helpful enlightening 
presentation. 

Dr. W. M. Pierson, (Wilmington): The 
treatment of achalasia has become revolu- 
tionized in the past two years. Not too long 
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ago it was looked upon as a sort of ‘* No-man’s 
Land.”’ 

As pointed out by the speakers, there are 
various reasons for that, including anasthesia, 
preoperative preparation, chemotherapy, an- 
tibiotics, and so forth, in addition to general 
improvement in technique. The role of in- 
cision versus anastomosis has also reversed 
itself, in that where a very few years ago 
anastomosis might have taken a leading role, 
it now has a minor one. Despite the enthusi- 
astic reports of anastomosis of pediatricians 
in treating achalasia, the fact remained that 
the intractable cases treated by dilatation was 
a failure and so recognized—and it has al- 
ways been the hope that surgery would be 
developed to take care of these cases. Esopha- 
gogastrostomy is, however, indicated in all 
cases of obstruction of the esophagus and in 
these cases even of intractable achalasia, 
many are determined by X-ray. It is neces- 
sary to rule out the presence of organic 
disease, such as carcinoma or ulcer. 

I would like to add one more thing. I like 
the new term that Dr. Davis gave you on 
achalasia, in coining the terminal segment of 
the word ‘‘esophagus’’ phagosus: that seems 
to fit the picture pretty well. 

There is still considerable confusion as to 


the pathology that is found at operation, and 
I was very much amazed to hear that Wagen- 
stein and Pilsner and several others had di- 
vergent opinion on that score. There is ae- 
tually no pathology found other than narrow- 
ing of the lower end of the esophagus. The 
tissue has the same structure, cardioesopha- 
geal orifice, unless there is a peptic esopha- 
gitis present. Then a fibrosis oceurs. In the 
true cardiospasm as | have seen it there is 
no change, other than the change in the e¢ir- 
cular muscles at the esophageal junction. The 
wall is greatly thickened, of course. 

Of course, there is at present a considerable 
divergence of opinion as to cause and treat- 
ment. The cause may very well be a paralysis 
of the entire esophageal wall. 

A great deal has been said and written in 
the past about some physiological disturb- 
ances at the cardio-esophageal junction. 

Now, as to treatment, there have been many 
different procedures employed. We, as Dr. 
Davis showed, were at first enthusiastic about 


: 
<P 
as 
* 
: 
i 
3 
2 
ut & 
Gy 
i 
3 
4 


- 


312 DELAWARE STATE MepicaL JOURNAL 


esophagogastrostomy; as we followed the 
“ases through, however, there were reecur- 
rences of symptoms, bleeding and pain and, 
much to our surprise in several instances it 
appeared as though obstruction had recurred, 
that is, mechanical obstruction had recurred. 
It was a matter of the size. We therefore were 
anxious to try another procedure. Esophago- 
cardiomyotomy is an easy procedure. It is 
being done transabdominally. It is a proce- 
dure that is very similar to the Ramstedt op- 
eration for byloric stenosis, and one must be 
careful not to puncture the mucosa. Yet, if 
that does occur, a small, fine stitch may be 
emploved for closure without danger. Now 
there are more and more ¢linices reporting 
favorably on this Heller procedure, or the 
‘*modified Heller procedure’’ as we call it. 
Now I believe it is probably the operation of 
choice. 

There are an awful lot of these patients 
that do not require surgery, and Dr. Pierson 
would be able to care for probably 90° per 
cent of them with dilatation and continued 
obsevation. So that we do not recommend, 
of course, operation in all cases; only the 
group of patients that don’t respond to the 
dilatation over a period of time and who 
don’t maintain good health. 


Dr. Davis: | would just like to point out 
again that the mortality in this group shown 
on the slide, of 114 cases, was less than 1%. 
But in the group that we handled, those with 
intractable achalasia, two of the cases had 
had a history of perforation from bougie 
dilatation. I think in South America there 
was report recently—and, ineidentally, 
achalasia of the esophagus is extremely com- 
mon down there—they are now doing surgery, 
or advocating surgery, in San Palos, in all 
cases because of the number of cases that have 
had complications from endoscopy even in the 
most expert hands. The two patients in our 
experience had the same results from = en- 
doscopy. I think the endoscopists would ad- 
mit that this must always be done by some- 
one extremely experienced, and even so, there 
is a certain inherent danger. 

Dr. Wangensteen has recently reported in 
Annals Of Surgery, the last issue, his experi- 
ence, and has come out for his operation of re- 
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section of the lower esophagus and most of 
the stomach, and for the Heller operation. 

On the question of fibrosis that I think was 
brought up, that can be confirmed by com- 
pressing the stomach after the operation, in 
which case it will balloon out if it has not 
been perforated. If there is a perforation and 
it is repaired by a silk suture, the area should 
be drained. We have not seen too much of that, 
but I think possibly one of the causes of that 
could be that many of these patients have un- 
dergone a course of dilatation with streteh- 
ing, and perhaps there was a little tearing of 
the musculature, and that fibrosis probably 
could be secondary to the instrumentation, 
and, after all, suecessful instrumentation de- 
pends on stretching those muscles down there, 
so I think the fibrosis mentioned could be as 
a result of dilatations. 

I want to thank all the discussers for their 
discussion and the opportunity of coming 
down here. 


THE ROLE OF THE GENERAL PRACTI- 
TIONER IN COUNSELLING BEFORE 
AND AFTER MARRIAGE* 

SPURGEON ENGLIisH, M. D.,** 
Philadelphia, Pa. 

I was pleased that your society has seen fit 
to have some discussion of counselling before 
marriage; that is, presumably, counselling 
for the ‘‘happy’’ marriage. 

A happy marriage is a very definite 
therapeutic measure. Perhaps, better stated, 
it is a very important phase of preventive 
medicine. Why? Beeause, the individual 
draws his first strength from his own imme- 
diate family. The more wisely a child is fed, 
is trained and guided and taught, the more 
likely he is to grow into a happy creative per- 
son. And it is the serene and happy mother 
and the strong and wise father who together 
can best accomplish these things. 

The child learns a_ great deal about 
harmony and cooperation from his family, 
and as he learns he gains a certain strength 
to go out into life. In the late teens, when he 
must leave home, he continues to need 
strength and help; not only to keep up his 


*Read before the Medical Society of Delaware, Wil- 
mington, October 10, 1951. 
— of Psychiatry, Temple University Medical 
ool. 
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sense ob well-being, vet his work done, be a 
good citizen, but to keep his body physio- 
logically in order. 

li it is true that nearly one-third to one- 
half ot the problems that come to the phy- 
sician these davs are of emotional origin, or 
there is an emotional faetor in them, then 
marriage counselling, to maintain a happy 
marriage, is a continuation of the strenethen- 
ing effeets of the home. 

lor marriage constitutes the second home. 
It is supposed to bring security and happi- 
ness to both man and woman, and help to 
keep them healthy. Therefore, if marriages 
are not successful, we cannot have happy 
and healthy people. 

Can an unhappy marriage make people 
sick? Yes, T think it ean. | think it definitely 
makes people emotionally ill, and seeond- 
arily, physically sick, with those kinds of ill- 
nesses that we call psychosomatic. 

Someone has asked if an individual eould 
eo “‘erazy”” living ten vears with the wrong 
woman or wrong man. | think, as | look back 
over my practice, the answer would be ** Yes; 
occasionally.’” Ten yvears of very unhappy 
living with a wrone person, in a vulnerable 
individual, could actually cause sickness, and 
oes produce a great many psvehosomiat ie 
disorders. So, it seems important that the 
eveneral practitioner does his share in counsel- 
ling people and practice this kind of preven- 
tive medicine. 

Now, the place for counselling for the gen- 
eral practitioner generally, before mar- 
riage, when people come for blood tests or 
phvsical checkups. These people constitute a 
fairly large number—-a much larger number 
than those who come primarily to say, ‘lam 
eoing to be married and LT wish vou would 
talk to me about how | ean make a good and 
harmonious marriage.”’’ believe that many 
of these patients who come for blood tests or 
for physieal examinations, are hoping, or 
looking for, the doctor to say something wise 
and helpful about making a good marriage. 
And there is much for the plivsician to say! 

I am not contending that people are not 
coming in increasing numbers to the doctor 
for pre-marital counselling. They are. But I 
think if we only teach those who ask for pre- 


marital counselling, we are missing a ereat 
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opportunity. Llowever, unless the general 
practitioner is aware of a certain amount of 
constraint in his patient and is alert to this 
particular phase of medieal practice, his pa- 
tient will not ask the questions he thought of 
asking, or he wants to ask, but will take his 
blood test and physieal examination and be 
on his way, his questions and desire for infor- 
mation unanswered, 

Qf course, there comes the matter of 
““time.”’ One of the requisites for being a 
eood marriage counsellor is to have enough 
time. And, I suppose nobody does. But, one 
just has to find time, these days, forthe 
things he is interested in. Therefore, | feel 
that the physician who wants to be a good 
marriage counsellor must find the time to 
talk to the patient who comes for a blood test 
or physical examination. And, furthermore he 
should have a prepared ‘‘approach”” to it. 

There are several ways in which this can 
be done. For instance, if a patient is in vour 
office for a physical examination, vou might 
ask him some questions about himself. A ques- 
tion about how long he has been engaged, 
pretty quickly leads to questions like this: 
‘Do vou have any misgivings as to whether 
vour marriage is going to be a happy one?”’ 
‘Tlave vou ever thought about the figures 
of divorcee and separation, and wondered 
whether vou will have any diffieulty in mak- 
ing vour marriage a happy one?’” Or, ** Do 
vou feel sure vou know what goes into a 
happy marriage?” 

This often provides an opening for the in- 
dividual who has questions or misgivings - 
and, if he has not already given it thought, 
he may immediately ask, ** IT don’t know, Doe- 
tor; what do vou have im mind?”’ 

That, of course, brings up the question of 
what are the ‘‘norms’’ in marriage counsel- 
ling? I believe there are a few precepts that 
make up a happy marriage that the general 
practitioner should have in mind when coun- 
selling. They might be as follows: 

(1) Every individual should realize both 
before his marriage, and during it, that he 
must give more than fifty per cent of the 
will, love, understanding and apprecia- 
tion that goes Into a happy marriage. If he 
does not; if he is not prepared to give more 
than fifty per cent, there will be no reservoir 
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of good will, of good memories or of good 
thinking about his partner. Therefore, the 
dictum ** Marriage is a fifty-fifty business,’’ 
is a good one. If everyone abided by it there 
would be many more happy marriages. But 
remember, I said, that each person must do 
more than fifty per cent, in order for there 
to be a ‘‘reservoir’’ — because a reserve Is 
very important. For instance, suppose a wife 
or husband has a bad day. Then, one of them 
has to come forth and give more than fifty 
per cent of the tolerance, understanding, love 
and appreciation. Now, feeling bad ean last 
for more than a day. People often have low 
periods of a week, two weeks or even a month. 
One of the partners must be willing to give 
even eighty per cent or ninety per cent, and 
be extraordinarily understanding — rather 
than complaining and responding by being 
disagreeable and unhappy. 

(2) Parenthood, which is usually an even- 
tuality, should be at least a fifty-fifty propo- 
sition too. Children do come along, and young 
people preparing for marriage, should be 
taught that parenthood is a difficult job 
made eaiser if both are willing to share re- 
sponsibility in raising their children. 

In unhappy marriages it is usually found 
that the wife does everything for the children 
while the husband feels there is no responsi- 
bility on his part, except to provide money. 
He says, ‘‘I make the money; you take care 
of the kids. | work hard—I don’t want to be 
bothered—I want to have the children quiet 
and out of sight, and out of mind.’” He leaves 
all the decisions to his wife. When she asks, 
what to do about school, or clothes he says, 
‘Do what you like; I wish you wouldn't 
bother me about those things.’’ His wife be- 
comes overburdened and unhappy and _ the 
marriage comes under a strain. She is an- 
noyed with her husband and becomes com- 
plaining about it and they just don’t get to- 
gether. Sharing the burden would make it 
easier, and if life isn’t too hard it is apt to be 
happier. 

(3) Sexual adjustment should be thought 
about and talked about before going into mar- 
riage. And a physician can do a great deal 
about helping a couple through this difficult 
phase. 

I was standing one time before a_ co-ed 
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group of college students in a large auditori- 
um. We were talking about happy marriages 
and I said, ‘‘ You know, only a few of you 
in this room will have an excellent sexual ad- 
justment. You should be happy if you have 
a good sexual adjustment. And, if you are 
going to have it, it will come about this way 
— you, as the husband, will be patient and 
understanding and restrain yourself in your 
sexual desires; and you, as the wife, will try 
to be understanding of your husband and 
step up your sexual activity. Then you may 
approach a good sexual relationship, with 
each trying to do something constructive to 
meet the make-up of the other. But any young 
couple who enters into marriage not knowing 
a great many things about the opposite sex 
going to have a great strain put upon their 
sexual adjustment. It is going to be bad. 
Both parties are going to be disappointed 
in it.” 

So, a couple facing marriage need to be 
helped with some discussion of sexual mat- 
ters, and to have some of these things pointed 
out to them in an authoritative manner by 
a physician. It prevents disillusion and it 
helps them to be patient and work at getting 
a healthful adjustment. 

(4) Another important point to make in 
pre-marital counselling is that a happy mar- 


riage does not take place spontaneously. All 
happy marriages have to be worked out. The 
man thinks, *‘Gee, I am marrying a lovely 
gitl; she is going to make me happy from 
now till doomsday.’’ The girl thinks, ‘‘I am 
marrying a wonderful fellow; I am going to 
be the happiest girl in the whole world.’’ A 
week or two passes and already there is dis- 
illusionment. Why? 

Because people must be willing to adjust 
as they go along and not attempt, every day, 
to draw complete happiness from the mar- 
riage. After all, a marriage is no better than 
the two people who are going into it, and 
no one is perfect. 

These then are a few of the concepts that 
are important to bring up and discuss—to 
make sure that those going into marriage un- 
derstand them and think about them. 

It is very important for the general prac- 
titioner to understand and think about mar- 
riage counselling, because a great many peo- 
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ple would rather be counselled by their own 
doetor than go to a psychiatrist. Every psy- 
chiatrist does counselling but it might well 
be done by the general practitioner, if he 
takes interest and time to equip himself. 
Here is the opportunity to give your patients 
the advice that they want. And they would 
far rather have it come from you. They know 
you, and respect you. In some ways you have 
a better reputation than the psychiatrists 
have. You are ‘‘good and wholesome,’’—you 
are ‘‘the family doctor.’’ You are not ‘‘one 
of those phychiatrists that go around looking 
for complexes and accusing people of vari- 
ous and sundry things,’’—as so often phy- 
chiatrists are aceused of doing. 

Perhaps many of you have not, up to this 
moment, taken too much interest in marriage 
counselling and would like some suggestions 
as to how to become prepared. There are a 
few books that serve well as an introduction. 
A physician doing marriage counselling 
should have read Dr. Kinsey’s book ‘‘ Sexual 
Behavior in the Human Male.’’ W. B. Saun- 
ders Co., publishers. A condensation called 
‘*About the Kinsey Report’’ published as a 
Signet Special is available wherever books 
are sold or on the newstand. The first chapter 
of that book has the best summary I know 
of some of the important factors that Kinsey 
discovered. It is a sort of ‘‘short course’” on 
Kinsey's findings. 

Another book to read and which you will 
recommend frequently, is, ‘‘the Happy 
Family,’’ by John Levy and Ruth Monroe, 
published by Knopf. It offers constructive 
ideas to anyone looking for solutions or an- 
swers to what a happy marriage might be. 
‘‘The Successful Marriage,’’ edited by Fish- 
bein and Burgess and published by Double- 
day, is another helpful book. Clifford Adams’ 
‘‘How to Pick a Mate’’—published by Dut- 
ton, is also very good. 

A book for older married couples that I 
think makes very good reading is called 
‘‘Aging Suecessfully,’’ by George Lawton, 
published by Columbia University Press. It 
is effective for those whose viewpoint needs 
broadening. For unhappy marriages often 
come from a narrow viewpoint. A _ limited 
mental horizon and too much self-centered- 
ness often adds to marital unhappiness, par- 
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ticularly in middle age. The book ‘‘ Aging 
Suecessfully’’ might be good for those reach- 
ing middle life. 

In marriage counselling a physician must 
have the ability to talk to people about love 
—because, of course, one of the basie reasons 
for marriage failure is that the people con- 
cerned have ceased to love each other. For 
instance, a woman now about forty-two, had 
married a man she said was a fine man, but 
the marriage had come to such a point that 
she was very unhappy, did not sleep well, 
was tense and depressed. She was not think- 
ing of divorce at all, but was defeated and 
unhappy about the way the marriage was go- 
ing. She had come to see a lot of things about 
her husband, she said, that were wrong. For 
instance, she wanted to go to one of the eve- 
ning courses in one of the local high schools, 
to broaden her outlook and she wanted her 
husband to go with her. He refused. Now, he 
may have been a foolish man, because, not 
only should he have done it for his own edifi- 
cation, but, he should have realized that if he 
did not meet his wife half-way in some of the 
things she wanted he would have an unhappy 
wife and an unhappy marriage. If he had 
put even one-fourth of his time into making 
his wife happy that he put into making his 
business successful, he might have had a 
happy home and his wife would not have had 
to seek her doctor’s counsel. 

However, we found this to be true about 
the woman. She had come to the point where 
her mind was almost completely involved 
with the things her husband was not doing 
for her, and she had lost sight completely of 
the things he was doing for her. She could no 
longer be positive, and said she was ‘‘out of 
love.’’ The truth was she no longer loved her 
husband and her love had turned to hate 
through frustration and disappointment. 
While she kept insisting they still were in 
love with each other, in reality they were not. 
She was very much dissatisfied with him. 
The situation needed a great deal of under- 
standing about love to correct it. The patient 
had to be able to become more positive and 
see the good things about her husband. She 
needed to reach down within herself and 
bring out more of love and reject her hate 
and dissatisfaction. Further, she had to learn 
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to help her husband share his life with her 
and do some things they both would enjoy. 
Kor when a husband and wife become dis- 
satisfied, they can no longer talk to each 
other. 

Marriage counselling is always much easier 
if you can get the parties together and solicit 
cooperation between them. Unhappy mar- 
riages will rarely correct themselves. They 
need an umpire, a referee, someone to con- 
structively enter into the picture and see what 
good is left of the marriage and help put it 
back together. This is an important ftuction 
for the marriage counsellor and is one of the 
reasons Why he must have a liking for peo- 
ple, an ability to see their better sides, and 
be able to urge them to work together to try 
to reconstruct some of the love they presum- 
ably had when they started. 

It is, in reality, an educational process and 
a great many general practitioners fail to 
recognize this. Edueation plays a_ relatively 
small part in their active practice. If the gen- 
eral practitioner is to do more marriage couns- 
elling and help people in this way, he will have 
to take on an ‘‘edueational’’ role. He must 
orientate himself in the knowledge of what 
makes a happy marriage. He must know how 
to discuss sexual adjustment, how to deal 
with ideas that can help these limited people 
to widen their horizon. And above all, he 
should eultivate within himself a kind of an 
‘‘approach’’ — a fund of information, with 
which to stimulate those seeking help to see 
new possibilities in a marriage that has 
turned trom love to hate. 

Marriage is an institution created to foster 
love. And how often love goes out of marriage 
because of unnecessary frustration and dis- 
appointment! The wise counsellor knows this 
and helps his patients to see the reality of 
what marriage is going to be, and to avoid 
those disillusionments. After marriage, when 
disillusionment and anger have caused hurt 
then the marriage counsellor must step in as 
the arbitrator and peacemaker. He can revive 
patience, tolerance, love and understanding 
and teach the importance of mutual approval. 

Qne more point needs emphasis. There is 
no use in a husband or wife disapproving, or 


trving to change his partner by disapproval. 
This constant saying, ‘‘I don’t like what you 
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do. You are a terrible person. Why don’t you 
be better,’’ is poor technique. Constant com- 
plaint rarely if ever changes a child or a hus- 
band, or a wife. It is a bad approach that aec- 
complishes nothing. A husband or wife can 
be shown how to see the better side of his 
spouse, become positive in his approach and 
work toward putting himself in a_ position 
where he can appeal to, or request his part- 
ner, to change his or her ways. For instance, 
tuke the case of the 42-vear-old woman who 
was rather an unhappy person. The marriage 
counsellor had to help her become, in her hus- 
band’s eve, a better and a more lovable per- 
son to live with. After she had created that 
impression, she could then say to him, ‘‘I’m 
sure now that vou love me. Will vou do some- 
thing to make me happy? So that we can 
share something together, will you go with 
me to the evening classes? It will make me 
happier to do this with yvou.”’ [I venture to 
say the man was happy to do it. 
DISCUSSION 

Dr. VeERNA STEVENS-YouNG: (Wilming- 
ton): Dr. English is to be congratulated on 
his exeellent presentation of a very timely 
subject. I feel sure the psychiatrie physician 
must be deeply impressed with the importance 
of a satisfactory marital adjustment. In the 
home that is well adjusted, in so far as a 
satisfactory marital relationship is concerned, 
your children are beg nurtured in charae- 
ter, in unselfishness and in a sense of re- 
sponsibility, from infaney. On this broad base 
of character is built satisfactory marriage. 

The responsibility of a trusted physician is 
of the greatest importance in making himself 
easily available for questioning by persons, 
either premaritally or postmaritally. 

There is much sexual maladjustment in 
women, based on many factors. An analysis 
of these factors may well come within the role 
of a physician. The time is ripe for the phy- 
sician to brush off restraint and realize that 
he must make himself available to persons 
who need this help. 

We are very grateful to vou, Dr. English, 
for having ealled our attention to this very 
important subject. 

Dr. H. T. McGuire (New Castle): I think 
that it is a tribute to the changing attitude of 
our thinking, following the very erudite ad- 
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dress of our retiring President this morning, 
to have philosophic subjects. And if I might 
borrow a sentence from your address this 
morning—that the family unit is the keystone 
of the arch of our democracy, since a family 
is in essence the unit around which our com- 
munities are built—it follows necessarily that 
a happy marriage in a well-constructed and 
integrated relationship is of inestimable 
value. 

The physician and particularly the general 
practitioner has a very severe responsibility 
in this problem. Both pre-marital and _ post- 
marital counselling is inherent in his prae- 
tice. There is an appeal for it and a need for 
it, and in my opinion we have not met the 
problem with the force and the strength and 
the attitude that we should, because, as Dr. 
English has very aptly pointed out, the psv- 
chiatrists are often shunned and for reasons 
of which the psychiatrist is aware, and so are 
we. 

I heard a fellow facetiously remark one 
time that everybody who is married has a 
problem. But no problem is going to be solved 
by not facing it. Persons look at their mar- 
riage and what they see they don’t like and 
it nauseates them—they get sick inside and 
out. Here it is that I think sometimes the phy- 
sician misses the boat. He has the responsibili- 
ty of recognizing the religious, the moral and 
the ethical attitudes of the individual he is 
counselling. 

There is frequently a tendency on the part 
of the counsellor to project his ideas in con- 
flict with the ideas of the individual who has 
certain moral, ethical and spiritual values 
that he cherishes. These should never be in 
econtlict. That is an absolute essential. 

With respect to the sexual phases, I think 
Dr. English will agree that when there is 
good moral, spiritual and emotional adapta- 
tion and integration, that the sexual phase 
of marriage will eventually integrate itself 
properly. 

And that of course emphasizes another im- 
portant feature of marriage in that it is not 
mainly a physical union because of the great 
percentage of personal relationships in which 
sexual manifestation and relations are purely 
coincidental—although morally and ethically 
and spiritually marriage was intended and is 
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intended and does provide the means of pro- 
creation. One can not deery the importance 
and necessity of proper intersexual relation- 
ship, but it can’t begin there: it has to start 
with the proper emotional, spiritual and 
moral attitude. Then, with that being true, 
the sexual phases and understandings will 
follow. Of course, there again, physical ab- 
normalities and things of that sort should be 
corrected. 

I, as a general practitioner, see the results 
many times, and I am sure you all do, too, of 
poorly integrated marriages, poor prepara- 
tion for marriage, and marriages as an escape 
from unhappy homes, or marriages as a solu- 
tion to other problems, and those all to hasty 
marriages — emotional upheavals that result 
from such marriages—all these things result 
in unhappy marriage. 

It is indeed timely that a subject of this 
character should be incorporated in our pro- 
gram, because we all need stimulation in this 
direction. As recently as last night I saw four 
people, in my small practice, people who were 
physically ill because of poorly integrated 
marriages, and the marriages were begun on 
a wrong score. 

The thing that I think is most important, 
and a great deal of it was emphasized in our 
good President’s address this morning, is that 
we get a proper attitude of humility, toler- 
ance and relationship of spiritual values in 


ourselves, first, because many times the in- 
tegrators have to be integrated and the pro- 
jector reprojected before he can pass it on 
with the proper attitude, because the phy- 
sician with the wrong attitude in conflict 
with the patient or the individual he is at- 
tempting to counsel will do more harm than 


good. 

And, finally, to sum this up, remember, 
that we are only a very small and infinitites- 
simal part of the whole scheme of things, but 
we do have the respect of the people that 
come to us for advice, and the casual, ineor- 
rect, or the assumed pious attitude, or the ar- 
rogant, belligerant attitude will do inestima- 
ble harm. 

We are indebted to you, Dr. English, for 
a very excellent discussion and [ am happy 
the program committee incorporated such a 
feature as this on the program. 
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Dr. M. A. Tarumianz (Farnhurst): I also 
enjoyed my friend Dr. English’s discussion 
on a very important matter: counselling, pre- 
maritally and postmaritally. 

It is a very rediculous situation through- 
out the country when you realize that one 
doesn ‘t go into partnership in business with- 
out preparing himself in the field of his en- 
deavor, vet the most important partnership in 
our life is marriage. How many of our young 
men and women are prepared to assume the 
responsibilities of such a partnership? 

Maybe the time of the real family physician 
has passed, Maybe it is over. But I think it ts 
time to rejuvenate the idea of the family phy- 
sician, who knew all about the children, their 
positive and negative traits of personality, 
their make-up, and all such. They could give 
wholesome advice. No psychiatrist can give 
an individual who is utterly strange to him 
within the time of one interview the advice 
that a family physician could if he knew 
something about the family origin and the 
background of the children who have grown 
and become responsible individuals. 

So from my viewpoint, insofar as I see 
the consequences of maladjustment in marital 
lite, L see very little that we can do to pre- 
vent catastrophes of daily life, particularly 
in the middle age period. It is really sad 
when a man comes to you who has been mar- 
ried for twenty-some years and has lived with 
his wife in harmony, good or bad, where he 
has now reached a point where he can not 
tolerate the existence of that individual under 
the same roof with him. That is a serious 
thing. 

Now, we know that evolutionary changes 
have something to do with that attitude. For 
the psychiatrist to attempt to bring these two 
together would require prolonged psychiatric 
interviews and treatment of both parties. Yet 
we know, also, that if these men or if that 
man had been prepared before he entered 
marital bonds he would not have had the dif- 
fieulty. He would have known what to expect 
from such a partnership, and so | would say 
the lack of such knowledge is the main cause 
of marital disturbances in older people. 

I am of the opinion, and I hope Dr. Eng- 
lish will agree with me, that although the pre- 
marital physical examinations have some im- 
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portance and some role to play, that that, in 
my judgment is not after all as important as 
pre-marital counselling. | think no one should 
enter into the bonds of matrimony unless he 
has a definite understanding of his own per- 
sonality, of his own make-up, and also to 
know that he is going to marry someone who 
also has personality, who is also an entity per 
se, and not someone whom he can remodel to 
his liking, but that is what most of the men 
entering into marital life expect to do—to re- 
mould an individual, a personality. an entity, 
to their liking, forgetting that she also, in her 
own mind expects to do that very thing. 
There is a challenge between both of them 
and the end result is the number of divorces 
we have today. 

I also agree with Dr. MeGuire, that in ad- 
dition to all our knowledge we should con- 
sider that there is a moral and spiritual issue 
connected with an individual’s entering into 
the marital bond. It would be very wise that 
there is a consultation between the pastor of 
the individuals who are attempting to enter 
into this partnership and the family phy- 
sician. 

The last thing I can say is that there are 
some types of cases that the general practi- 
tioner should not attempt to handle by him- 
self, because of lack of his experience and 
knowledge. He should not hesitate to refer 


the case to one who possibly has a little more 
knowledge and experience in that field. 

I think if we do all of this we certainly can 
prevent many, many unfortunate, sad cases 


of let’s say, alcoholism, divorce, economic dis- 
tress, and everything that goes with failure of 
the individual in marital life. 

Dr. EnGuisu: I think that the discussants 
have brought out important points, and I 
want to thank them, very much. I would just 
make one more, myself, and that is that ex- 
tending further the concept that marriage 
counselling is a very important preventive 
medical function, I am wondering if phy- 
sicians could not be one of the sponsors or 
lend a certain impetus to making this more 
of a community affair. There should be in 
every community a place, a forum, where the 
family could and should be discussed. I think 
probably a most desirable accomplishment 
would be to have an educational institution 
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in the community that would give people a 
chance to study the family, hear about the 
tamily and have speakers to discuss the fami- 
ly. Here, young people could learn something 
about the family and family life in a_ per- 
fectly open and free manner, sponsored by 
education, by religious organizations and by 
the Medical Society. I am hoping, and I feel 
fairly sure, that communities are going to 
and must take this up in order that all young 
people learn more about this. The need is 
great because even if physicians do more 
marriage counselling, we are still not going to 
be able to meet the needs of all the people. 
And I think in line with the things said in 
discussion, many questions might be answered 
if there was a community organization that 
dealt with the family, its problems, and fune- 
tioned all year ‘round for anyone who needed 
help or information to understand more 
about happy and healthy family living. 


FIVE WAYS TO KNOCK OUT TB 
Kari 
New York, N. Y. 

Somewhere in a poverty-stricken corner of 
the world, a child at this instant is coughing 
his life away with tubereulosis. In an era of 
advanced medical science, it would seem that 
his death is a heartlessly unnecessary event. 
But he will die, as will millions of adults 
this vear and every year. 

Even in these relatively 
wealthy United States, near- 
ly 30,000 children and adults 
will die of tuberculosis in 
1952. -At least five per cent 
of these dead will be children 
under 15 years of age. The 
rest will be mostly those in 

Buy the prime of life looking for- 
Christmas Seals yr) to their most produe. 
tive years. 

TB, regardless of what anybody tells you, 
is the No. 1 infectious killer in this country. 

Yet science knows more about tuberculo- 
sis than perhaps any other germ disease. In 
fact, physicians have successful ways to treat 
it. But the disease marches grimly on. What 
then is needed to conquer TB? 

There are five weapons which aimed to- 


Help Fight TB 


Christmas Greetine 


*Science writer, New York Herald Tribune. 
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gether at TB ean make it a rare disease on 
earth. A cure is only one of the guns. A 
cure will not eliminate an infectious disease. 
Penicillin, which cures syphilis, has not 
eliminated that disease. These are the guns 
that should be leveled against TB: 

1. The elimination of poverty. Poverty is 
the ally of tuberculosis. Slum areas are foci 
for infection. From these centers TB sends 
out tentacles to other parts of cities where 
poverty is not a problem. Eliminate poverty, 
and you are well on the way to the elimina- 
tion of TB. 

2. The development of a superior vaceine. 
A vaccine is really a ‘‘Big Bertha’’ against 
an infectious disease. By stimulating the 
immunity-producing mechanism of the body 
a vaecine could protect a human being against 
massive invasions of germs. <A good vaccine 


coupled with a vaccination program as 
strong as that for smallpox—would make 
tuberculosis as rare as pox. 


At present the best vaccine is known as 
BCG—the Bacillus of Calmette and Guerin. 
It is a derivative of TB germs. It does not 
give protection in every case nor does it pro- 
tect permanently. Henee it is recommended 
only for special uses. 

3. The development of more effective 
therapy—of a ‘‘cure.’’ This gun is so far 
the most highly developed. Three approaches 
to the treatment of TB give victims the best 
chance to get well that they have had in years. 
Bed rest, surgery, and the anti-TB drugs are 
curing more people than ever before. But 
treatment alone will not rid the nation of 
TB. 

4. A method for uncovering ‘‘silent’’ cases 
cheaply, easily, and quickly—those early 
cases with no apparent symptoms as yet. 
X-ray pictures, which are now being taken by 
the millions, are so far the best method for 
discovering cases among the general public. 
Mass X-rays are trying to uncover some 150,- 
000 persons who may not yet know they have 
the disease and who with the 250,000 report- 
ed cases bring the nation’s case load to 400,- 
000. <A blood test to aid diagnosis is under 
investigation. 

5. More hospital beds. Perhaps this is 
the saddest lack of all, because all you need 
for a hospital is money and people—and the 
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nation has plenty of both. The effect of hos- 
pital shortages is clear. Many patients who 
should be hospitalized are left to roam and 
pass their infection on to others; sometimes 
leave the hospital before their disease is com- 
pletely arrested. 

There you have them, the five big guns that 
need to be leveled at tuberculosis. The im- 
portant thing is to aim them at once and score 
the bull’s-eve that will make TB a rare dis- 
ease, 

Money is needed to carry out the research 
for better vaecine, for more effective 
therapy, and for methods for discovering 
cases. Money is needed for educating the 
public to the necessity for new and_ better 
hospitals and for the elimination of slums. 

Part of the money to carry on these pro- 
grams is raised each year in the Christmas 
Seal Sale. The 3,000 associations affiliated 
with the National Tuberculosis Association 
raise around $20,000,000 a vear for preven- 
tion, control, education, and research pro- 
grams. Qut of its annual budget of approxi- 
mately $1,530,000, the national office allo- 
cates roughly one-sixth for research purposes. 

The Christmas Seal campaign can't raise 
the money to take eare of the patients; it 
can only hope to raise enough to be able to 
train the five big guns of TB eontrol on the 


right targets. 


SUSSEX PHYSICIANS’ 
TELEPHONE EXCHANGE 

Since August 1, 1952, a physicians’ tele- 
phone exchange has been in operation by the 
Sussex County Medical Society. Twenty-two 
physicians of Sussex County will have their 
calls taken care of by the three hospitals in 
the county. Physicians participating will 
notify the hospital nearest to them when they 
are away from their office, where they can 
be located, and the switchboards of the three 
hospitals in Sussex County will take care of 
‘alls for the physicians during their absence. 
It is hoped that this will improve the service 
being rendered by the physicians, and an ef- 
fort will be made to have each town covered 
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at all times. In ease of emergencies, it is 
planned later to inaugurate an emergency 
service whereby physicians can be located for 
emergency calls when the usual famidy phy- 
sician is not available. Each doctor’ partieci- 


pating will insert in the telephone book after 
his name the information that, if there is no 
answer to his telephone, the hospital closest 
to him be ealled for information regarding 
his absence and time of return. 
The physicians participating are as follows: 
Nanticoke Memorial Hospital, Seaford, will 
tuke care of calls for— 
Dr. Giravlock C. Noble 
Dr. W. P. Ellis 
Dr. Charles M. Mover 
Dr. Arnold H. Williams 
Dr. James E. Marvil 
Robert L. Dickey 
R. H. Beeckert 


John Lyneh 


(;reenwood 
Laurel 
Laurel 
Laurel 
Laurel 
Laure! 

Bridgeville 

Seaford 

Leland Fox Seaford 


Ervin Stambaugh we: 


Milford Memorial Hospital, Milford, will 
take care of calls for— 

Dr. Thomas J. Tobin ..........Milton 

Dr. G. M. VanValkenburgh, Georgetown 

Ir. Samuel Marshall .......... Milford 

Milford 

Milford 

Milford 

Milford 


Dr. Lawrence Fitchett 

Dr. O. A. James 

Dr. Kaden Tierney 

Dr. James B. Homan 
Beebe Hospital, Lewes, will take care of 

calls for— 

Dr. John Annand 

Dr. Daniel Paul, Jr. 

Dr. Robert Klingel 


Dr. Ervin Stambaugh 


(reorgetown 
(;eorgetown 
Rehoboth 
Rehoboth 
Dr. Virgil Hudson Millsboro 
Dr. James Beebe, Jr. "eS 


Dr. James E. Marvil 
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Worth EXPLORING 


The success that has attended the Maryland 
plan for medical care of the medically in- 
digent has attracted national attention. Now 
from Maryland comes a new approach to the 
problem of medical care of the lower-income 
group that may turn out to be worth explor- 
ing. Till details are available no opinion can 
be expressed. The preliminary story, as given 
in the Baltimore Sun of October 27, 1952, 


follows: 


The Baltimore City Medical Society has 


appointed a committee to study a local phy- 


sician’s proposal of a way for doctors to seale 
their fees in accordance with the patient's 
income, 


The physician, Dr. J. Wesley Edel, has 
worked out the plan for a ‘*medical fee co- 
organized, regulated and 
subseribed to by both physicians and pa- 
tients.”’ 


operative,’ to be 


The aims are to make private medical care 
less burdensome to lower-income groups and 
to eliminate any possibility of socialized 
medicine. 


The patient’s fee would be based on his 
income and number of dependents. 


These two factors would be worked out on 
a scale or chart—a ‘‘diseount calculator’ ’— 
showing the percentage of deduction for each 
fee at each classification level. 


Patients desiring the discount advantage 
would fill out a financial-statement form ob- 
tained from their physician, have it notarized, 
and send it to the secretary of the co- 
operative. 


He would then receive a membership ecard 
stating his classification. The card would be 
good at the office of any physician member 
of the co-operative. 


The co-operative would be a non-profit or- 
ganization, with dues of $5 per year for phy- 
sician members and, $1 per year for patients. 
This could defray costs of operation, printing 
and mailing. 


The scope of the plan would include only 
fees involved in private medical practice — 
physicians and surgeons. 


The co-operative would be set up under the 
sponsorship and supervision of the Baltimore 
City Medical Society, and initially the presi- 
dent of the society would appoint representa- 
tive physicians and laymen as directors. 
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BOOK REVIEWS 


Textbook of Refraction. By Edwin Forbes 
Tait, M.D., Associate Professor of Ophthalmol- 
ogy, Temple University School of Medicine. 
Pg. 418, with 93 illustrations. Cloth. Price, 
$8.00. Philadelphia: W. B. Saunders Company, 
1951. 

This book is a practical treatise on e¢lini- 
cal refraction, and pre-supposes a consider- 
able knowledge of opties and physiology on 
the part of the reader. A large part of the 
hook deals with muscle physiology, muscle 
abnormalities, and orthopties, possibly —be- 
yond the point which might be expected to 
be found in a textbook of refraction. The 
material is, on the whole, aceurate and covers 
all phases and methods of practical clinical 
refraction. The author believes that evelo- 
plegia has a place in refraction, but should 
be individualized, since he believes that many, 
if not most, individuals over 35 vears of age 
can be refracted adequately, if not better, 
without eveloplegia. The arrangements of 
the chapters, which is calculated to touch on 
every phase of the subject briefly before get- 
ting down to the real fundamentals of refrae- 
tion, makes for some repetition and increase 
in the size of the work. The author concludes 
with an excellent outline of a system of re- 
fraction, and methods of examination, which 
effectively summarizes the preceding mate- 
rial, as well as the individual methods pre- 
ferred by the author. The book is, in general, 
well written, the format clear, and the il- 


lustrations and tables, in general, well chosen. 


The Origin Of Life And The Evolution Of 
Living Things. By Olan R. Hyndman, M.D., 
Associate Professor of Neuro-Surgery, Uni- 
versity of Colorado. Cloth. Pp. 648. Price, 
$8.75. Philosophical Library, New York: 1952. 
The author undertakes to present his 
theory of evolution of life and he postulates 
that the origin of living substance is on an 
energy-transformation basis. He suggests a 
strong belief in the environmental influence 


on adaptation and the hereditary develop- 
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ment of form trom a microscopic bit of 
chromatin. 

Since the chromatin governs the cell cyto- 
plasm in every detail, any reaction of the lat- 
ter must, of necessity, stimulate the chroma- 
tin. The chromatin responds to maintain in- 
tegrity of the cytoplasm and differentiates to 
maintain and perpetuate the integrity of the 
changing cytoplasm. The chromatin always 
responds to chemical changes in the cyto- 
plasm. 

The centrosome in the nucleus of a cell is 
composed of an integer or intergers (genes) 
whose function during the evolution ot the 
cell, becomes delegated to the coordination of 
cell cleavage only when such a cell has rip- 
ened. 

The theory of 


origin in respect to parasites and saprophytes 


specific environments of 


is shown to be an integral part of the main 
theory. 

This book minutely reviews the various 
theories of evolution, the field of genetics, and 
the knowns and the unknowns related to 
heredity and embryogenesis. The author 
philosophizes extensively throughout the text 
and attempts to prove his theories by pre- 
senting a great deal of pertinent historical 
background. The lengthy explanations and 
constant repetitions are confusing when one 
considers the nature of the subject matter 
whieh is, at its best, based on imagination, 
theory, theology, probability, prophesy, and 
hormones, rather than on scientifically proven 
objective data. The multiplicity of headings 
and subheadings within the various sections 
and chapters of the book adds to the contu- 
sion. 

This is not a text book on evolution but a 
presentation of a new theory. It contains a 


vreat deal of interesting material which 


should be found valuable by students of 


genetics and lovers of philosophical diseus- 
sions as to the evolution of life and man’s 


purpose in the universe. 
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SIGMOID MOTILITY 


MINUTES 


The effect of 100 mg. of Banthine on sigmoid motility. The con- 
tractions did not return during the experimental period.! 


In Intestinal Hypermotility—Banthine* 


**... has a prolonged inhibitory effect on human 
gastrointestinal motility. ... 
The duration of its action is striking,....* 


It has also been observed that definite retardation in gastro- 
intestinal transit time in individuals with hypermotility was 
attributable to the therapeutic effect of Banthine.? 
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BANTHINE?® Bromide (brand of methantheline bromide)—. 
a true anticholinergic—is available for oral and parenteral use. 


1. Kern, F., Jr.; Almy, T. P., and Stolk, N. J.: Effects of Certain Anti- 
spasmodic Drugs on the Intact Human Colon, with Special Reference to 
Banthine (8-Diethylaminoethyl Xanthene-9-Carboxylate Methobromide), 
Am. J. Med. //:67 (July) 1951. 


2. Lepore, M. J.; Golden, R., and Flood, C. A.: Oral Banthine, an Effec- 
tive Depressor of Gastrointestinal Motility, Gastroenterology /7:551 (April) 
1951. 
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Physicians’ and Surgeons’ 


PROFESSIONAL 
Lriodical Printing Liability Insurance 


Provides Complete Malpractice Pro- 
ad tection, Avoids Unpleasant Situations 
By Immediate Thorough Investigation 
An important branch And Saves You The High Costs Of 


ewspaper and 


Litigation. 
of our business is the 
nya The Only Plan Which Is Officially Spon- 
printing of all kinds sored By Your Local Medical Society 
of weekly and monthly The New Castle County Medical Society 
The Kent County Medical Society ; 
papers and magazines The Sussex County Medical Society 
WRITE OR PHONE ; 
* 


J. A. Montgomery, Inc. 


Che Sunday Star DuPont Bidg. 10th G Orange Sts. 


87 Years of Dependable Service 
Phone Wilmington 5-6564 


Printing Department 
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Printers of The Delaware State Medical Journal 
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ECKERD'’S 
DRUG STORES 


COMPLETE 
DRUG SERVICE 


PHYSICIAN - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 


513 Market Street 723 Market Street 


900 Orange Street Manor Park 
WILMINGTON, DELAWARE 


Institutional Supp hor 
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comes first with the baker 
where a “KNOWN bread is 
featured. Quality with us is 
never an accident but the 


result of good intention and 


sincere effort. 


A Store for... 


Quality Minded Folk 
Who are Thrift Conscious 


LEIBOWITZ’‘S 


224-226 MARKET STREET 
Wilmington, Delaware 


A NEW METHOD OF 
AGITATED AERATED 
UNDERWATER MASSAGE 
FOR THERAPEUTIC USE 
| The patient’s reaction to 
this both is very pleas- 
© ing due to its remarkable 

soothing action. 

Used for Any Portion of 
the Body—The Legs, the 
Arms, the Back, the Full 
Body. 

Write Today for 
Descriptive Circular 
THE UNDERWATER 

MASSAGE APPLIANCE 


AIR UNIT BATH TUB Philadelphia 3, Pa. 
Tel. Ri. 6-3481 


Prescription 
Perfect 


RED LABEL « BLACK LABEL 
Both 86.8 Proof 


Every drop of Johnnie Walker is made 
in Scotland — using only Scotland’s 
crystal-clear spring water. Every drop 
of Johnnie Walker is distilled with the 
skill and care that comes from many 
generations of fine whisky-making. 
Every drop of Johnnie Walker is 
guarded all the way to give you perfect 
» Scotch whisky. ..the same 
high quality the world over. 


Born 1820 . . . still going strong 


BLENDED SCOTCH WHISKY 
Canada Dry Ginger Ale, Inc., New York,N.Y., Sole Importer 


ME 
‘ 
ATC (INC. 1935) 
TO FIT 10 S. 18th Street 
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Carefully checked and tested to safeguard purity and freshness! 
You can recommend this fine product with every confidence 


Z ” in its quality and dependability. Easier to digest—curd is broken 
Fasier (0 digest up and evenly distributed. Easily assimilated—400 USP units of 
Vitamin D are added to each quart to aid in the utilization of 

calcium and phosphorus. 


Better tasting And everyone loves its rich, creamy flavor! 
CLOVER DAIRY 


Get the 


DAIRY PRODUCTS 


‘ Enjoy instant, plentiful hot water 


For downright conven- With an Automatic Gas 
ience, comfort and health 
of your family — you WATER HEATER 


should have an ample, 
reliable supply of hot 
water! With an Auto- 
matic Gas Water Heat- 
er in your Home, you're 
sure of all the hot water 
you want, when you want 
it. For lightening house- 
hold tasks, bathing, 
cleaning, dishwashing, laundering and many 
other uses. Besides, you save time and worry, 
for you're sure of constant water tempera- 
tures at low cost. Arrange for the installation 
of an Automatic Gas Water Heater in your 
home now. Ask your Plumber, or stop in to 
see us. 


DELAWARE POWER € LIGHT C0. 
"Tle Sorvsce” 
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cA ‘Private Hospital for the Chronically Ill 
THE MARSHALL SQUARE SANITARIUM 


WEST CHESTER, PENNSYLVANIA 


Recognized by the American Medical Association, licensed by the State of Penn- 
sylvania, member of the American Hospital Association and of The American 
Association ot Private Psychiatric Hospitals. 


EVERETT SPERRY BARR, M.D., ‘Director 


ACCIDENT + HOSPITAL * SICKNESS 


INSURANCE 


For Physicians, Surgeons, Dentists Exclusively 


COME FROM 


$5,000 accidental death Quarterly $8.00 $15,000 accidental death Quarterly $24.00 
$25 weekly indemnity, accident and sickness $75 weekly indemnity, accident and sickness 
$10, 000 accidental death Quarterly $16.00 $20, 000 occidental death Quarterly $32. 00 
$50 weekly indemnity, accident and sickness $100 weekly indemnity, accident and sickness 


COST HAS NEVER EXCEEDED AMOUNTS SHOWN 


ALSO HOSPITAL INSURANCE 
ingle Double Triple 

60 days in Hospital 5.00 per day 10.00 per day 15.00 per day 
30 days of Nurse at Home 5.00 per day 10.00 per day 15.00 per day 
Laboratory Fees in Hospital 5.00 0. . 
Operating Room in Hospital 5 20. 
Anesthetic in Hospital . 20. 

20. 

20. 


X-Ray in Hospital 
Medicines in Hospital 
Ambulance to or from Hospital 


costs: (Quarterly 
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Adult 
Child to age 19 ; 
Child over age 18 .................. 2 50 
$4,000.000.00 PHYSICIANS CASUALTY ASSOCIATION $18,900,000.00 
INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 
50 vears under the same management 


400 First National Bank Building Omaha 2, Nebraska 


$200,000.00 deposited with State of Nebraska for protection of our members 


= 


3 
| 
| 

# 

& 

J 
E 

Quadruple 

20.00 per day 
20.00 per day 
20.00 
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HANCE JOHN G. MERKEL 
HARDWARE CO. & SONS 


4th and Shipley Sts. Physicians— Hospital — 
Wilmington, Del. Supples 


FRIGIDAIRE APPLIANCES 
EASY WASHERS PHONE 4-8818 
TOOLS 
BUILDERS’ HARDWARE 801 N. Union Street 


Wilmington, Delaware 


Tel. - Wilm. 5-6565 


EVERYTHING NEW IN DRUGS 


FOR DOCTORS ONLY! 


6-1380 is Brittingham’s unlisted telephone num- 
ber for the use of doctors only. . . . Phone your 
prescriptions to us and we will deliver them by 
fast motorcycle to any point in the city or sub- 
urbs. . . . No charge, of course! 


BRITTINGHAM’S 


PHARMACY 
Medical Arts Bidg. Del. Trust Bldg. 
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Baynard Optical 

Company e maintain 

Prescription Opticians prompt city-wide 

delivery service 

We Specialize in Making 
Spectacles and Lenses 


According to Eye Physicians’ 
Prescriptions 


for prescriptions. 


CAPPEAU’S 


Drug Store of Service 


DELAWARE AVE. at DUPONT ST. 
Dial 6-8537 


5th and Market Sts. 
Wilmington, Delaware 


To keep 
’ your car running 
FRAIMS DAIRIES Better — Longer 


Quality Dairy Pradedts use the 


Since 1900 dependable friendly 
Services you find at 
your neighborhood 


vice 
Wilmington, Delaware Phone 6-8225 a Station 


ag 


GOLDEN GUERNSEY MILK 


can be collected and at the same time good 
Public Relations maintained. We _ have 


Geo. Carson Boyd proven it to over 100 hospitals and many 


of the members of your Medical Society. 


Write for details. 


at 216 Whst toth Street 


Phone: 4388 National Discount & Audit Co. 


230 West 41st Street, New York 18, N. Y. 
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Olac 


Mead’s powdered formula 


designed for both full term 
and premature infants 


Excellent tissue turgor and muscle development 
in babies fed Olac® are clearly shown by steadily 
increasing clinical observations. These babies tend 

to gain weight without becoming fat, are sturdy, 

and resist infections well. They are generally vigorous, 
with happy dispositions. They get a strong start 

for a healthy childhood. 


Designed for optimum nutrition of both full term 
and premature infants, Olac supplies milk protein 

in exceptionally generous amounts, to promote 

sturdy growth. Its fat is an easily digested, highly 
refined vegetable oil. Dextri-Maltose® supplements 
the lactose of the milk, to meet energy needs and 
spare protein for its essential tissue-building functions. 


Convenient and simple to use, Olac feedings 
are prepared merely by adding water. A convenient 
special measure is enclosed in each can. One packed 
level measure of Olac to 2 ounces of water gives 

a formula supplying 20 calories per fluid ounce. 
Olac is valuable not only for bottle-fed infants 

but for supplementary and complementary feedings 
of breast-fed infants. 


MEAD JOHNSON & COMPANY 
Evansville 21, indiana, U. S. A. 
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